A Mixed methods study of access and utilization of faith-based mental health support services for African-American consumers and their families, 2009 by Nash, Panya R. (Author) et al.
ABSTRACT 
SOCIAL WORK 
NASH, PANYA R. B.S. W. ALABAMA STATE UNIVERSITY, 2003 
M.S.W. THE UNIVERSITY OF ALABAMA, 2004 
A MIXED METHODS STUDY OF ACCESS AND UTILAZITION OF FAITH-BASED 
MENTAL HEALTH SUPPORT SERVICES FOR AFRICAN-AMERICAN 
CONSUMERS AND THEIR FAMILIES 
Advisor: Dr. Sarita Davis 
Dissertation dated July 2009 
The purpose of this study is to detail the availability and use of faith-based mental 
health services in Fulton County, Georgia. Specifically, this study examines mental 
health service availability and use patterns that influence African-American's use and 
with satisfaction with urban mental health services. What emerged from the mixed- 
methods study that consisted of a survey, GIs map, and illustrative case study was a 
preference for culturally relevant mental health services but a disparity between service 
availability and accessibility. According to the results from the case study, the first 
hypothesis supports that consumers (and service providers) in the sample believe that 
faith-based organizations (FBO's) are more culturally sensitive to their needs. However, 
the second hypothesis, that FBO's increase access and utilization of mental health 
services to African American consumers and their families, are equivocal. According to 
data from the survey and GIs mapping, FBO's provision of mental health services is 
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fragmented within and between FBO's and county-level systems of care. Finally, while 
GIs analyses confirm that FBO's are geographically closer to each other than local 
Fulton County mental health service providers; the survey results show that FBO's rarely 
share resources. FBO's provide referrals to county-level systems of care, but specific 
numbers of individuals that are referred by the sample population remains unknown. The 
study concludes with a discussion of the implications for social work policy, practice, and 
research. 
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CHAPTER I 
INTRODUCTION 
This study, "A Mixed Methods Study of Access and Utilization of Faith-based 
Mental Health Support Services for African-American Consumers and Their Families," 
explores the depth, relevance, and efficacy of the black church to provide mental health 
support services to the African-American community. The focus of this chapter is to 
introduce the need for the exploration of faith-based organizations that provide mental 
health support services. This chapter begins with a description of the background of the 
problem, which provides the historical context for the study of faith-based organizations 
and mental health support services in the African-American community. The problem 
statement outlines the specific issue addressed by this study. The significance of the 
study section discusses benefits and contributions to the field of social work and public 
health. The nature of the study and hypothesis and research questions section provides 
information about the appropriateness of the research design and methods employed to 
accomplish the goals of the study. The theoretical framework is Ecological Systems 
Theory, and an Afrocentric Perspective is used to identify culturally relevant issues and 
questions. This chapter provides definitions needed to clarify key terms. The scope, 
assumptions, limitations, and delimitations are identified and discussed. Finally, chapter 
one concludes with a summary of the chapters' key points and segues to the next chapter. 
Background 
Issues of lack of access to and underutilization of public mental health support 
services have been a problem for African-Americans since the colonial era, 1500-1794, in 
the United States (Davis, 1997; U.S. Department of Health and Human Services 
[USDHHS], 2001; Lowe, 2006). This issue is still of great concern in the 21" century 
(Carrasco, 2004). Studies show that African-Americans tend to underutilize mental health 
services in general, terminating services earlier, using more emergency services, and 
seeing a primary care physician as opposed to a psychiatrist 50% more than their 
Caucasian counterparts (USDHHS, 200 1). In 2008, the U. S. Census Bureau published 
the report, "Income, Poverty, and Health Insurance Coverage in the United States: 2007," 
which states that there are serious disparities in insurance coverage. In 2007, 10.4% of 
Caucasians were uninsured compared to 19.5% of African-Americans, 32.1 % of 
Hispanics, and 16.8% of Asians (DeNavas-Wall, 2008). 
Lack of health insurance contributes to the decline of access to health services in 
the African-American community. Dwindling access to mental health care often results 
in African-Americans avoiding seeking health care and being hospitalized for conditions 
that are preventable (DeHaven, Hunter, Wilder, Walton, & Berry, 2004). Not being able 
to access mental health services may further result in loss of employment, housing, and 
custody of children (Overton & Medina, 2008). 
According to the 2001 U.S. Department of Health and Human Services report, 
"Mental Health: Culture, Race, and Ethnicity---A Supplement to Mental Health: A 
Report of the Surgeon General," historical and sociocultural factors play a large role in 
the state of mental health for African-Americans today (USDHHS, 2001). Historical 
hardships such as slavery, sharecropping, and exclusion from health, educational, social, 
and economic resources contribute to the socioeconomic disparities faced by African- 
Americans (Lowe, 2006). Because there is a link between socioeconomic status and 
mental health, African-Americans mental health status is bleak. The negative treatment 
of African-Americans has fostered an atmosphere of distrust of the medical community. 
The Surgeon General's report also indicated that the overrepresentation of African- 
Americans residing in impoverished rural areas of the south is a contributing factor to the 
mental health disparities that exist. The safety net programs located in these areas are not 
adequate to meet the high level of mental health needs of rural African-Americans 
(USDHHS, 2001). 
Prior to the establishment of the organized black church in 1794, 
nondenominational religious mutual aid societies provided African-Americans with the 
health, educational, social, and economic resources that they were denied due to 
discrimination (Gough, 2000). The black church assumed this role in 1794 when it was 
founded (Adkinson-Bradley, Johnson, Sanders, Duncan, & Holcomb-McCoy, 2005). 
African-American clergy often served as "gatekeepers" or links, collaborators, and 
referrals to formal mental health services (Farris, 2006). The authors also stated that 
clergy provide mental health support services to African-Americans that experience the 
type and severity of psychiatric problems encountered by mental health practitioners 
(Adkinson-Bradley et al., 2005). As the services provided by the black church becomes 
classified as what is presently termed faith-based social services, it is increasingly 
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important to document the impact and effectiveness of the mental health support services 
they provide to the African-American community. Increased funding from state and 
local governments and the opportunity to integrate theses services into community 
support services provided by states is dependent on the ability of faith-based 
organizations to prove that they are capable of providing adequate services (Cnaan & 
Boddie, 2006). 
Problem Statement 
The Charitable Choice provisions of 2002, created through the passage of the 
Personal Responsibility and Work Opportunity Reconciliation Act of 1996 allows faith- 
based organizations to receive federal and state funding to provide social services to 
alleviate social concerns (Executive Order No. 13,279,2002; Personal Responsibility 
and Work Opportunity Reconciliation Act, 1996). Specifically, a purpose of the act is to 
further the national effort to expand opportunities for and strengthen the capacity of faith- 
based and other community organizations so that they may better meet social needs in 
America's communities (Executive Order No. 13,279,2002; Personal Responsibility and 
Work Opportunity Reconciliation Act, 1996). The primary goal of this domestic policy 
created by the administration of former President George W. Bush is to increase the 
involvement of faith-based organizations in the provision of social services (Cnaan & 
Boddie, 2006). 
The objectives of the Act include encouraging states and counties to increase the 
participation of religiously based organizations in the provision of federally funded 
welfare programs and the establishment of eligibility parameters for religiously based 
organizations on the same basis as other contractors (Cnaan & Boddie, 2006). Other 
objectives include safeguarding the religious character and employment exemption status 
of faith-based organizations who participate, and protection of the religious fi-eedom of 
participants. Former President George W. Bush created the White House Office of Faith- 
based and Community Initiatives in 2001 to oversee the expansion of services in the 
faith-based community (Cnaan & Boddie, 2006). 
Although this encouragement of funding has been available since 1996, there is 
little data on the accessibility and utility of mental health support services provided by 
faith-based organizations; specifically who provides mental health support services, types 
of services offered, and to what population. Due to significant disparities in mental 
health service utilization between African-Americans and Caucasians; there is an 
opportunity to integrate these crucial services into the array of existing community 
support services provided by states. In addition, the outcomes of these programs in terms 
of client experiences remain scarcely documented (Fischer & Stelter, 2006; Cnaan & 
Boddie, 2006). The need for such information is aIso enforced under the Government 
Performance and Results Act (GPRA) of 1993, which requires federally funded programs 
to develop strategic plans and evaluate program outcomes. GPRA is concerned with 
goals and objectives, outcomes, and performance indicators of programs that receive 
federal and state funding to provide services (Office of Management and Budget [OMB] 
Watch, 2008). The study is necessary in part, because there is limited information about 
the services provided by faith-based organizations for federal and state governments to 
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continue to try to encourage funding and incorporate these organizations into the system 
of community support services provided by states (Fischer & Stelter, 2006). 
Purpose of the Study 
The purpose of this study is to add to the body of literature on access to and 
utilization of faith-based mental health services in the urban black community. In 
addition, this study helps to inform issues related to the relevance and implementation of 
Charitable Choice in the black church (Cnaan & Boddie, 2002). This mixed methods 
study aims to identify the array of mental health support services provided by faith-based 
organizations, and to determine if these services are meeting the mental health needs of 
African-American consumers and families that live in Fulton County, Georgia. 
Specifically, this study utilizes mixed methods approaches to investigate the hypothesis 
and research questions by focusing on faith-based organizations that provide mental 
health support services in Fulton County, Georgia. The methodology includes a 
descriptive survey of local faith-based organizations followed by an illustrative case 
study. Dependent variables relative to quality of life, client satisfaction with services, 
perceived cultural relevance, and efficacy are explored as they are influenced by the use 
of faith-based social services. 
Significance of the Study 
On July 1,2008, in Zanesville, Ohio, President Barack Obama revealed his plans 
to establish a Council for Faith-Based and Neighborhood Partnerships from former 
President Bush's current White House Office of Faith-Based and Community Initiatives. 
President Obama stated that this council would be an integral part of his administration 
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(Frantz, 2008). Also discussed in his speech was his belief in the separation of church 
and state. President Obama stated that allowing faith-based organizations to receive 
federal and state funding should not jeopardize the separation of church and state as long 
as basic principals guide the funding of services. These basic principals include faith- 
based organizations not helping or hiring people based on religion, creating only secular 
programs, and not spending federal and state money on programs that do not work 
(Frantz, 2008). From the speech given by President Barack Obama, it is clear that 
previous faith-based regulations will remain with the added oversight of funds. The 
added oversight of funds has the potential to translate into faith-based organizations being 
subject to policies such as those mandated by GPRA (OMB Watch, 2008). 
On February 5,2009, President Barack Obama replaced former President George 
W. Bush's White House Office of Faith-based and Community Initiatives with the White 
House Office of Faith-Based and Neighborhood Partnerships (The Briefing Room, 2009). 
The new amendments to Executive Order 13 199 recognize faith-based and other 
neighborhood organizations as essential to addressing the social service needs of the 
nation, thereby making it critical for the federal government to strengthen the ability of 
faith-based and neighborhood organizations to deliver effective services in collaboration 
with federal, state, and local governments. The mission of the amendment is to establish 
an advisory counsel to identify best practices and successful modes of delivering social 
services; evaluate the need for improvements in the implementation and coordination of 
public policies relating to faith-based and other neighborhood organizations; and make 
recommendations to the President, through the Executive Director, for changes in 
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policies, programs, and practices that affect the delivery of services (The Briefing Room, 
2009). Objectives of the advisory counsel include endorsing effective training and better 
use of program evaluation and research for faith-based and neighborhood organizations 
that provide federally funded social services (The Briefing Room, 2009). 
This study is also significant because it adds to the limited body of literature on 
mental health, which guides social work and public health practice in the field of mental 
health. This study could potentially yield information about culturally relevant mental 
health services for African-Americans (Borum, 2007). The outcomes of this study have 
implications for Charitable Choice and GPRA policies for faith-based organizations that 
provide social services (OMB Watch, 2008). Since the inception of the Charitable Choice 
provisions, there have been few studies conducted on the effectiveness of services, let 
alone client satisfaction (Cnaan & Boddie, 2002). 
Finally, results of this study may inform social work education, which focuses on 
producing practitioners that are competent to work in diverse social service settings 
(Williams & Smolak, 2007). Social workers that offer skills and resources are likely to 
work for, partner with, and consult for faith-based organizations. Social workers have the 
capacity to provide grant writing skills, case management, program evaluation, and 
counseling services in faith-based settings (Cnaan & Boddie, 2002). Results can inform 
both divinity and social work program curriculum, which includes the role of religion and 
spirituality (Williams & Smolak, 2007). 
Nature of the Study 
The use of a triangulated mixed methods research design for the study of faith- 
based organizations distinguishes it from others that are primarily quantitative in nature. 
Groleau, Pluye, and Nadeau (2007) noted that mental health research generally focuses 
on the distribution of specific mental disorders in a specific population. The authors also 
stated that research on faith-based organizations typically quantify the various social 
services programs provided by organizations in a specific location and count the number 
of clients that are served by these programs. Other descriptive data that is the focus of 
research on faith-based organizations include data on program models, resource delivery 
styles, and sources of financial support. Gaps in data on faith-based organizations 
include characteristics of consumers, duration, type and frequency of services, who 
provide services, data that focus on the experiences of clients, and ultimately satisfaction 
and efficacy (Fischer & Stelter, 2006). 
This study takes place in Fulton County, Georgia. Fulton County Department of 
Mental Health, Developmental Disabilities, and Addictive Diseases is a part of the 
Georgia Division of Mental Health, Developmental Disabilities, and Addictive Diseases 
(MHDDAD) Region 3, along with nine other counties. In 2006, it was estimated that of 
the 35,320 seriously mentally individuals in Region 3 that needed services from the 
public sector, 1,772 individuals did not receive services. The statistics are based on 
utilization prevalence estimates and local poverty statistics provided by the Center for 
Mental Health Services. Individuals that have not previously utilized services provided 
by the state of Georgia mental health system were excluded from the prevalence 
estimates; which may significantly minimize the number of individuals that did not 
receive services, but need them. No statistics were available for individuals that suffer 
from stressful episodes that require mental health support services (R. Turner, personal 
communication, December 20, 2008). 
A mixed methods survey and case study design is appropriate for this study 
because there is a need for more information about the phenomena (Creswell & Plano 
Clark, 2007). Exploratory research designs make it possible to describe research 
participants before and after they receive the independent variable. The use of a cross- 
sectional survey is suitable for the first data collection approach because it allows the 
study of data that indicate the characteristics of a sample or population at a particular 
point in time. Case studies allow the exploration of the interaction of numerous variables 
within a client system, and generate knowledge about clients and their situations 
(Grinnell, 2001). In this study, the interactions between client system's variables 
explored include; quality of life, satisfaction with services, perceived cultural relevance, 
and efficacy. 
The use of mixed methods, quantitative and qualitative, data collection is 
appropriate to accomplish the goals of this study. Quantitative data collection methods 
are adequate in this study to identify what faith-based organizations provide mental 
health support services, type of services offered, and to what target populations. Surveys 
and telephone interviews are appropriate to collect quantitative data that is objective and 
measures responses. A case study illustrates the subjective experiences of clients that are 
not possible using quantitative data alone (Groleau et al., 2007). 
Research Questions 
This study consists of six research questions and two hypotheses: 
RQ1: Which faith-based organizations provide mental health support services by 
type of services offered and target populations served; is there a 
relationship between the type of mental health support services offered 
and the target populations served? 
RQ2: Are mental health support services provided by faith-based organizations 
effective? 
RQ3: Do mental health support services provided by faith-based organizations 
improve quality of life? 
RQ4: Are African-American consumers and families satisfied with mental 
health support services provided by faith-based organizations? 
RQ5: Are mental health support services provided by faith-based organizations 
perceived as more culturally relevant than secular services? 
RQ6: Is there a relationship between perceived cultural relevance and access to 
and utilization of mental health support services provided by faith-based 
organizations? 
Hypotheses 
Hol : Faith-based organizations provide culturally relevant mental health 
support services to African-American consumers and their families. 
Ho2: Faith-based organizations increase access to and utilization of mental 
health support services for African-American consumer and their families. 
Theoretical Framework 
Ecological systems theory is the theoretical framework used in this study. 
Ludwig von Bertalanffy introduced systems theory in the 1920s (Kast & Rosenzweig, 
1972). According to the authors, at its inception, systems theory was designed to explain 
biological, mechanical, and social systems interactions. Gordon Hearn introduced 
systems theory to the field of social work in the 1950s (Robbins, Chatterjee, & Canda, 
1998). It was generally used to explain the transactions between people and their 
environments. In the context of this study systems theory provides a framework to view 
the reciprocal interactions among faith-based organizations, African-American 
individuals and families, and their environment. Faith-based organizations interact with 
African-American consumers of mental health support services and their families because 
they function and provide services in relation to the people and environments in which 
they exist. Systems theory focuses on people in their environment and contends that they 
should be studied holistically because they are interrelated. Systems theory explains that 
systems are constantly maintaining stability by exchanging energy and resources through 
a continuous cycle that includes goal direction, input, throughput, output, and feedback. 
Thus, creating a continuous loop that is changing and adapting based on inputs or by 
being sensitive and aware of the changes in the environment (Robbins et al., 1998). 
Carel B. Gerrnain introduced the ecological perspective to systems theory in the 
field of social work in the 1970s. The ecological perspective added the concepts of 
adaptation and reciprocity to systems theory (Robbins et al., 1998). The ecosystems 
perspective focuses on transactions between people and their environments, with 
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emphasis on the mutual boundaries between systems. Adaptation is the process by which 
individuals and families use energy and resources in their habitat based on their diverse 
cultural styles. Reciprocity refers to systems mutually adapting to one another, causing 
constant changes in each other (Wakefield, 1996). 
Kathleen M. Tangenberg (2005) discusses the use of the ecosystems perspective 
in the study of faith-based organizations in the article "Faith-based Human Service 
Initiatives: Considerations for Social Work Practice and Theory." The article states that 
the ecological perspective is concerned with improving person-environment interactions 
in the context of social work practice. As a focal system, faith-based organizations and 
their environments reciprocally influence each other. In addition, this relationship 
defines their identity and work in the community. Tangenberg acknowledged that the 
community based network development between secular and faith-based agencies is 
appropriate and may enhance service coordination if the services align with the client's 
beliefs. The author concludes by emphasizing that the awareness of the diversity and 
complexity of faith-based services is critical to inform social work practice and policy. 
The ecological systems theory provides a useful framework that makes it possible to pay 
adequate attention to person-environment dynamics such as religion, spirituality, politics, 
and culture that coalesce in systems of faith-based organizations. 
Afrocentric Perspective 
An Afrocentric Perspective to working with African-American individuals and 
families provides a cultural lens through which to view mental health support services 
offered by faith-based organizations in the African-American community. An 
Afrocentric perspective contends that African-American history and culture must be 
taken into account when analyzing people of African-American descent. Like the 
ecological systems theory, the Afrocentric perspective emphasizes that all phenomena be 
studied holistically (Asante, 1987; Schiele, 1997; Hilliard, 2001 ; Dillard, 2000; Kershaw, 
1992). Because African-American families have historically viewed social service 
agencies as oppressive, it is important to recognize the socio-culturally relevant strengths 
of the African-American community such as services offered by faith-based 
organizations (Schiele, 1997; Borum, 2007). 
Jones, Hardiman, and Carpenter (2007) discussed the adaptation of social work 
practice models to incorporate the cultural values of African-Americans to produce 
culturally relevant mental health support services for African-Americans. In particular, 
the authors suggest the use of interventions that include concepts of the Afrocentric 
perspective. Services based on racially and culturally relevant psychological and 
sociological factors that shape African-American mental health are the most effective 
services for this population (Jones et al., 2007; Borum, 2007). 
Definitions 
The Black church: This term is inclusive of any denomination with a 
predominately African-American congregation, including those that are part of 
predominately-white American religious denominations (Adksion-Bradley et al., 2005). 
According to Cone and Wilmore (1 993), the other ideological, and arguably theological, 
definition of the black church as applied to religious institutions is the renewal and 
enhancement of the most esteemed values of African-American spirituality. 
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Faith-based organization: Scott (2003) defines faith-based organizations as those 
connected with an organized faith community. The connection can be an affinity of 
religious ideology, or the involvement of staff, volunteers, or leadership from a particular 
religious assembly. Other qualifying characteristics include religiously oriented mission 
statements, and financial support, or initiation from a religious organization. McCarthy 
and Castelli (1 999) identified three broad categories of religious organizations that 
provide social services: congregations, national networks, and freestanding religious 
organizations (as cited in Scott, 2003). 
Faith-based social service: The term "faith based social services" generally 
references all activities and services performed by faith-based organizations for the 
benefit of disadvantaged individuals, groups, and communities (Scott, 2003). 
Health Disparity. Health disparities are differences in health status among 
distinct segments of the population including differences that occur by gender, race or 
ethnicity, education or income, disability, or living in various geographic localities 
(Healthy People 2010,2008). 
Mental health: Mental health is a term that is reflective of satisfactory or optimal 
psychological well-being (Vega & Rumbaut, 1991). It encompasses how a person thinks, 
feels, and acts when faced with life's situations. Mental health is also defined as how 
people look at themselves, their lives, and the other people in their lives; evaluate their 
challenges and problems; and explore choices, which includes managing stress, relating 
to other people, and making decisions (Center for Mental Health Services, 2008). 
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Mental illness: Mental illness collectively refers to all mental disorders, which 
are health conditions characterized by single or combinations of alterations in thinking, 
mood, or behavior associated with distress andlor impaired functioning (U.S. Department 
of Health and Human Services, 2001). 
Mental health support service utilization: For adults age 18 or older, mental 
health support service utilization is defined as receiving treatment or counseling for any 
problem with emotions, nerves, or mental health in any inpatient or outpatient setting, or 
the use of prescription medication for treatment of any mental or emotional condition 
(Substance Abuse and Mental Health Services Administration, 2008). 
Assumptions 
The researcher assumes that some of the faith-based organizations participating in 
this study receive federal or state funding to provide mental health support services, or 
they are interested in receiving funding. This is assumed because money and resource 
are available to help these organizations compete for funding. Many faith-based 
organizations receive public and private donations to provide social services and are 
uninterested in receiving federal and state funding. Another assumption is that faith- 
based organizations are able and willing to collaborate with other public and private 
agencies and organizations that provide mental health support services. There is also an 
assumption that the participants in the case study will provide unbiased responses about 
the services that they receive, because they were assured that their participation in this 
study will not affect the services that they receive. 
Scope, Limitations, and Delimitations 
The scope of the study is to explore mental health support services provided by 
faith-based organizations to African-American consumers and their families. The scope 
of the study also includes exploring the experiences of consumers of these services in 
terms of quality of life, satisfaction with services, efficacy, and perceived cultural 
relevance of services. Although, various denominations offer mental health support 
services this study is be limited to services provided by black churches. In addition, the 
affect of the religious character of faith-based organizations on mental health is not the 
focus of this study. Another limitation of the study is the use of consumers who may 
suffer from varying mental illnesses that may affect the way in which they respond to 
questions. 
A delimitation of the study is clergy possibly being unable to distinguish between 
individuals who are experiencing a stressful episode and those that are seriously mentally 
ill. Other delimitations include the use of the definitions of access to and utilization of 
mental health support services. Access to mental health services is defined as the extent 
to which individuals that need care and services are able to receive it, and is measured by 
lack of health care insurance (Center for Mental Health Services, 2008; Copeland, 2005; 
Galambos, 2005). Access to mental health services is influenced by the availability, 
acceptability, cultural appropriateness, location, hours of operation, transportation needs, 
and costs of services, and eligibility requirements (Center for Mental Health Services, 
2008). For the purposes of this study access focuses on the ability of faith-based 
organizations to deliver and document mental health services they provide and proximity. 
Access in this study explores internal systems of service delivery such as intake, 
assessment, and termination. External interactions with systems of secular agencies and 
organizations such as referrals are also explored. 
The Substance Abuse and Mental Health Administrations Service defines 
utilization of mental health services as receiving treatment or counseling for any problem 
with emotions, nerves, or mental health in any inpatient or outpatient setting (Substance 
Abuse and Mental Health Services Administration, 2008). Also included in this 
definition is the use of prescription medication for treatment of any mental or emotional 
condition. The number of individuals who report perceived unmet needs for mental 
health problems is used as the measure of mental health service utilization (Substance 
Abuse and Mental Health Services Administration, 2008). This study focuses on 
consumer's experiences with utilizing mental health service from faith-based 
organizations in terms of quality of life, satisfaction with services, perceived cultural 
relevance, and efficacy. 
Summary 
This chapter proposes the use of an exploratory triangulated mixed method study 
to investigate the presented problem of access to and utilization of mental health support 
services in the African-American community. The black church has historically 
mobilized and provided resources to the African-American community, which legitimates 
it as a culturally relevant source of help according to the Afrocentric Perspective (Lowe, 
2006; Jones et al., 2007). Current legislation, such as the Charitable Choice Act, makes it 
possible for faith-based organizations to apply for federal and state funding to provide 
social services (Cnaan & Boddie, 2006). Plans to expand and restructure Charitable 
Choice provisions for greater accountability by President Barack Obama signals the need 
for faith-based organizations to provide data on the services that they provide (Frantz, 
2008). Chapter two provides a literature review of relevant information in regards to 
faith-based organizations and mental health support services for African-Americans. The 
use of a triangulated mixed methods research design, which consists of a survey and case 
study, are discussed in chapter three. The findings and results of the research are 
presented in chapter four. Chapter five draws conclusions from the research and 




The purpose of this study is to add to the body of literature on access to and 
utilization of faith-based mental health services in the urban black community. In 
addition, this study helps to inform issues related to the relevance and implementation of 
Charitable Choice in the black church (Cnaan & Boddie, 2002). This study aims to 
identify faith-based organizations that provide mental health support services by type and 
populations served, and to estimate the degree to which these services are meeting the 
mental health needs of African-American consumers and their families that live in Fulton 
County, Georgia. This study explores the subjective experiences of mental heath 
consumers, their families, and service providers in terms of quality of life, satisfaction 
with services, efficacy, and perceived cultural relevance of the services provided. This 
literature review begins with a literature search that discusses relevant title searchers, 
journals, and documents on mental health support services provided by faith-based 
organizations used in the literature review. The historical overview presents current 
information on the evolution of mental health support services and faith-based 
organizations in the African-American community. 
Chapter two then discusses the use of the Ecological Systems Theory as the 
theoretical framework for this study. The Afrocentric Perspective provides a lens to view 
mental health support services provided by faith-based organizations in the context of its 
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historical hnction in the African-American community. Current findings establish 
access and utilization of mental health support services by African-Americans as a 
problem that continues to exist for African-Americans. The literature review closes with 
conclusions gathered from the literature review and a summay of the chapter. 
Literature Search 
An extensive literature search produced the information to construct the literature 
review. The online services provided by the Robert W. Woodruff Library to Clark 
Atlanta University and the Atlanta University Center made it possible to access the most 
current literature on faith-based organizations and mental health support services. The 
primary electronic databases used include EBSCOhost, Proquest, and JSTOR. Data from 
peer-reviewed journal articles, dissertations, reports, books, government documents, and 
internet resources form the foundation of the literature review. Interlibrary loan services 
provided access to resources unavailable in the library. 
During the searches, various combinations of keywords such as faith-based 
organization, mental health, African-Americans, utilization, and access were used to 
retrieve resources. Resources found on faith-based organizations and mental health 
support services focused primarily on the number of programs available and specific 
diagnosis. Books found at Robert W. Woodruff Library helped shape the seminal 
literature for various parts of the literature review such as the Afrocentric Perspective. 
There was limited current research on specific types of mental health support services 
provided by faith-based organizations and client experiences of individuals who utilized 
any type of services provided by faith-based organizations. 
Historical Overview 
Mental Health Care and African-Americans 
During the colonial era, 1500-1 754, free blacks received public mental health care 
in jails and almshouses. Similar services for enslaved blacks were unavailable during the 
colonial period (Davis, 1997; Lowe, 2006). During this time causations of mental illness 
was attributed to individuals being possessed by demons. Cotton Mather, a prominent 
preacher from Massachusetts, stated that mental illness was derived from sin and due to 
moral weakness, devils destroyed the body. A common cure for mental illness was 
prayer by the entire congregation (Schell, 1992). As slavery ended, in 1865 in most 
places, public law and policies created separate mental health institutions for blacks 
(Davis, 1997). Although some facilities existed, the accessibility and quality of mental 
health care services was deficient. This resulted in many African-Americans continuing 
to receive mental health services in almshouses and jails (Lowe, 2006). 
The Eugenics Movement in America, 1927-1957, affected mental health care in 
the beginning of the twentieth century. Some of the elitist of American society, such as 
Andrew Carnegie and John D. Rockefeller, funded the eugenics movement in the United 
States (Whitaker, 2002). Brought from England, the premise that the white race was in 
jeopardy of being degenerated is the founding principal of the movement (Stubblefield, 
2007). This movement sought to divide society into two groups, the eugenic or "well- 
born" and the cacogenic or "poorly born." Proponents of eugenics believed that the 
cacogenics of society had inherited bad germ plasma and the least that they should do for 
society was to refrain from breeding. Included among the cacogenic group were the 
poor, African-Americans, criminals, and the most unfit being mentally ill individuals 
(Whitaker, 2002). 
The eugenics movements purged society of undesirable individuals by 
sterilization of the "feebleminded" and placing the "insane" in state mental health 
institutions. In 1907, Indiana passed the first compulsory sterilization laws; however, by 
1923, at least seven states had declared sterilization unconstitutional. America gained 
recognition as the first eugenic country in 1927 when the United States Supreme Court 
enacted a statute for compulsory sterilization of the mentally ill in the case of Buck vs. 
Bell (Whitaker, 2002). The eugenics movement was responsible for the sterilization of 
approximately 60,000 individuals between 1927 and 1957. Although the majority of the 
individuals sterilized were white women, sterilization of African-Americans occurred 
during the eugenics movement as well (Stubblefield, 2007). 
Although African-Americans participated in the United States Military to protect 
America, African-American veterans were unequally treated and had to adhere to 
segregation policies in veteran's hospitals. In many instances, African-American 
veterans found that it was not an option to receive physical and mental health treatment at 
veteran's hospitals. In 1923, a veteran's hospital for African-Americans opened in 
Tuskegee, Alabama. The veteran's administration did not officially desegregate its 
hospitals until 1953, which was earlier than public hospitals (Buelow, 2005). 
In 1963 under the Community Mental Health Centers Construction Act, President 
John F. Kennedy established funding for community mental health centers based on data 
that African-Americans and other populations in urban areas were more susceptible to 
mental health problems due to greater prevalence of poverty and stress (Davis, 1997). 
This Act marked the beginning of a movement to move mentally ill individuals out of 
state hospitals and into the community, while addressing the stigma attached to metal 
illness. President Kennedy's plan to reform the nation's mental health system included 
placing mental health clinics throughout urban neighborhoods in America (Whitaker, 
2002). Ironically, the premise that African-Americans were more susceptible to mental 
illnesses caused them to be disproportionately admitted to psychiatric hospitals (Davis, 
1997). The expansion of the Social Security Act in 1965, which provides mental health 
services to senior citizens, required that state hospitals desegregate in order to receive 
funding (Lowe, 2006). 
In 1975, the Community Mental Health Centers Construction Act required that 
community mental health centers focus on comprehensiveness and accessibility to all 
persons regardless of their ability to pay for services. By 1978, outpatient and day 
treatment programs were added to the range of services provided by community mental 
health centers in an attempt to improve services (Whitaker, 2002). According to the 
detailed history of mental health, written by the Minnesota Psychiatric Society (2008), 
behavioral healthcare evolved from theory to practice through separation of mental health 
from physical healthcare. The Minnesota Psychiatric Society (2008) credits the state of 
Massachusetts with leading the movement of contracting with private companies for the 
management and provision of mental healthcare benefits. These private companies' 
responsibilities included service authorization, utilization, quality management, provider 
network, claims processing, and interagency coordination. With emerging technologies, 
the state expected that these private companies would improve the efficiency and 
effectiveness of mental health services (Minnesota Psychiatric Society, 2008). 
The focus on providing a continuum of mental healthcare services in the African- 
American community continued throughout the 1990s and serves as a foundation for 
present day service provisions (Minnesota Psychiatric Society, 2008). Even though the 
purpose of the aforementioned legislation was to aid the mental healthcare system and 
move individuals out of institutions and into the community, African-Americans 
remained disproportionately admitted to psychiatric hospitals (Davis, 1997). Currently, 
Healthy People 201 0 (2008) establishes mental health and mental disorders as one of the 
28 focus areas of concern in public health. This comprehensive set of disease prevention 
and health promotion objectives for America builds on the 1979 Surgeon Generals report 
Healthy People and Healthy People 2000 (Healthy People 2010: 2008). Healthy People 
201 0 represents public health planning for the nation. USDHHS built Healthy People 
2010 upon two overarching goals and specific goals and objectives for the 28 focus areas. 
The goals for Healthy People 20 10 include eliminating health disparities and increasing 
quality and years of healthy life. The goal of the mental health and mental disorders 
focus area is improving mental health and ensuring access to appropriate, quality mental 
health services. An objective under this focus area is to increase the number of states, 
including the District of Columbia, that track consumers' satisfaction with the mental 
health services they receive (Healthy People 20 10,2008). 
Faith-Based Organizations and African-Americans 
Prior to the establishment of the black church organizations such as the Free 
African Society (FAS) in Philadelphia, Pennsylvania provided aid to the black 
community. The FAS was founded in response to the discrimination blacks experienced 
through interaction with white church elders and members. Conceived by Richard Allen 
and Absalom Jones in 1787, this nondenominational, religious mutual aid society 
provided for the spiritual, economic, and social needs of the black community in 
Philadelphia. Special projects such as purchasing prepaid medical plans for FAS 
members and their families, creating private schools in the metropolitan areas of 
Philadelphia, and food programs were achieved by the dues paid by FAS members. 
Other FAS services include issuing marriage license to black couples and keeping up 
with birth records of blacks born in Philadelphia (Nash, 1989; Lammers, 1982). 
Free black slaves organized the first black church in 1794 as a reaction to the 
resistance of the Christianization of African slaves by white evangelical preachers. The 
African Methodist Episcopal Church provided for the spiritual and social needs of the 
black community (Dickerson, 2008). The black church remains recognized as the oldest 
and most influential institution in the lives of African-Americans. Often referred to as 
the "pulse" of the black community, the black church provides for the community's 
social, economic, psychological, and religious needs (Adkinson-Bradley et al., 2005). 
The black church was crucial to the survival of African-Americans in the hostile 
environment of the United States (Farris, 2006). The building and organizing of 
resources, such as senior citizen housing, schools, homeless shelters, food assistance, and 
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counseling programs, provided African-Americans the opportunity to utilize assistance 
and resources within their own community, which the government had not otherwise 
made available to African-Americans (Adksion-Bradley et al, 2005). The black church 
continues to play a pivotal role in the delivery of health services. The provision of health 
services by the black church is recorded in four areas of community medicine which 
include primary care delivery, community mental health, health promotion and disease 
prevention, and health policy (Blank, Mahmood, Fox, & Guterbrock, 2002). With its 
renowned ability to organize and mobilize resources for African-Americans, the black 
church provides informal mental health care services to African-Americans and serves as 
a point of entry to formal services in the African-American community (Adkison- 
Bradley et al., 2005). 
The black church's history and present day engagement in providing social 
services to the black community is what defines it as a faith-based organization. As 
previously stated, the term "faith-based social services" generally references all activities 
and services performed by faith-based organizations for the benefit of disadvantaged 
individuals, groups, and communities (Scott, 2003). The provision of faith-based social 
services by the black church developed out of the need to aid ex-slaves during the era of 
Reconstruction in the United States (Harris, 2008). In accordance with the definition of 
faith-based organizations created by Scott (2003), the black church as a religious 
organization falls in to three broad categories that provide social services. These 
categories include congregations, national networks, and freestanding religious 
organizations (McCarthy & Castelli, 1999; Scott, 2003). Black churches also raise 
volunteer and financial support to provide social services (Scott, 2003). 
The provision of social services changed for faith-based organizations in 1996 
when President Bill Clinton signed the Personal Responsibility and Work Opportunity 
Reconciliation Act of 1996; in 2002, former President George W. Bush enacted the 
Charitable Choice Provision as section 104 of the Act. Despite the fact that the national 
religious organizations such as Catholic Charities and Lutheran Social Services already 
existed. this act allowed faith based groups to compete for government grants without 
surrendering their religious identity. With the encouragement to compete against other 
contractors for available federal and state funding, faith-based programs in diverse areas 
of social services rapidly appeared (Ebaugh, Pipes, Chafetz, & Daniel, 2002). The 
opportunity for faith-based organizations to utilize federal and state funding makes them 
subject to the same accountability standards as other contractors. The Government 
Performance and Results Act (GPRA) of 1993 requires that results from agencies and 
organizations outcome evaluations, influence the choice to provide them with financial 
aid. Faith-based organizations must be prepared to provide evidence that consumers are 
impacted by the services they provide. 
Theoretical Framework 
Ecological systems theory is the framework through which this study views the 
reciprocal interactions of faith-based organizations, African-American individuals and 
families, and their environment. Through the ecological systems theory, it is possible to 
study how faith-based organizations provide mental health support services to African- 
Americans and help them interact with and navigate through secular social service 
agencies and organizations in their environment to help them acquire resources. The 
constructs of this framework also make it possible to study how- African-Americans feel 
that the systems of services are functioning. According to systems theory, because 
environments and people are interrelated, they are best studied holistically (Robbins, 
Chatterjee, & Canda, 1998). 
Ludwig von Bertalanffy is credited with being the originator of systems theory, 
which he began developing in the 1920s. This theory explains biological, mechanical, 
and social systems interactions (Kast & Rosenzweig, 1972). Gordon Hearn introduced 
systems theory to the field of social work in the 1950s under the name general systems 
theory. The theory was not widely utilized until the introduction of the ecosystems 
perspective in the late 1970s. Systems theory currently referred to as Dynamic Systems 
Theory (DST) to reflect the evolution and refinement of the theory, explains micro, 
mezzo, and macro interactions. Due to its holistic nature, systems theory is able to 
integrate and encompass the perspectives of diverse disciplines such as sociology, 
biology, physics, engineering, and social work (Robbins et al., 1998). 
In studying systems theory, a set of objects combined with relationships between 
the objects and their attributes defines a system. A set of all the objects defines an 
environment. A change in the attributes and behavior of the objects affects the 
environment (Hall & Fagan, 1956 as cited in Robbins et al., 1998). Systems are 
simultaneously a part and a whole, which is expressed by the concept of holons (Koestler, 
1967 as cited in Robbins et al., 1998). Subject is the term used for objects when working 
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with human systems. Systems maintain a degree of autonomy and are distinguished from 
their environments by boundaries although they are interdependent upon one another to 
some degree. Boundaries determine what is and is not part of a system and may be 
difficult to determine (Rodway, 1986 as cited in Robbins et al., 1998). For large systems 
such as organizations boundaries are social rather than biological, are not always 
completely clear, and are determined by systems components. The observer determines 
criteria for systems boundaries. Concepts that help to understand how systems are related 
include focal systems, subsystems, and suprasystems. The system that is the primary 
system of attention, which is determined by the observer and changeable over the 
assessment of the system, is the focal system. A subsystem is smaller and internal to the 
focal system. Suprasystems are external to the focal system and are called the 
environment (Robbins et al., 1998). Figure 1 illustrates systems concepts. 
Figure I. Systems Model 
Living systems that are capable of exchanging energy and resources between 
them, their environments, and their subsystems are open systems (Heginbotham, 1999). 
The exchange of resources and energy that stimulates system growth and transformation 
is termed negative or new entropy. 
Synergy is the transaction between human systems that aids in fulfillment and 
creativity. The process of human systems adapting to environmental changes and 
internal situations to foster growth is termed morphostasis. In contrast, closed systems do 
not allow these exchanges of energy and resources. These properties keep systems in a 
constant state of change to maintain a homeokenetic, or stable state. Cyclical functions 
that systems perform within the homeokenetic process include goal direction, input, 
throughput, output, and feedback (Robbins et al., 1998). 
All systems have goals that they actively pursue. In order to meet the goals, the 
system must obtain resources or input from the environment called energy. The type of 
energy extracted from the environment depends on the goals that the system would like to 
accomplish (Kast & Rosenzweig, 1972). During throughput, the system integrates the 
energy into the system in a way that is usable by the system to accomplish its goal. 
Output is the product that the system expels into the environment, which may be the input 
of another system due to their interrelatedness. The energic cycle completes itself 
through feedback. Feedback is vital to helping a system maintain its homeokenetic state 
as feedback lets a system know how well it is functioning (Robbins et al., 1998). 
Carel B. Germain introduced the ecological perspective to systems theory in the 
field of social work in the 1970s. Based on ecological concepts, the ecosystems theory is 
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an integration of functionalism, ecological theory, dynamic systems theory, and various 
other psychological and developmental theories (Robbins et al., 1998). The ecosystems 
perspective focuses on transactions between people and their environments with 
emphasis on the mutual boundaries between systems. Adaptation and reciprocity are 
vital concepts of the ecosystems theory. Adaptation refers to the process by which 
individuals and families effectively utilize energy in their habitat based on differences in 
cultural styles. Macro-level ecosystems. such as social and cultural systems, strongly 
influence individual and family adaptations to environments. Reciprocity refers to 
systems mutually adapting to one another, in which they constantly shape and change 
each other (Wakefield, 1996). 
Using an ecological systems framework for this study, faith-based organizations 
function as the focal system, in which internal mental health support services function as 
a subsystem. African-American individuals, families, and secular service agencies and 
organizations function as external suprasystems to faith-based organizations. Figure 2 
depicts the ecological systems framework for this study. 
This study explores the input of mental health support services provided to 
African-American individuals and families by faith-based organizations. It also explores 
what resources faith-based organizations have helped African-American individuals and 
families acquire from secular agencies and organizations. This study then focus on how 
the suprasystem, African-American individuals and families, uses the resources from the 
focal system to increase social functioning and utilization of culturally relevant mental 
health support services. Feedback elicited about the resources acquired from the focal 
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Figure 2. Ecological Systems Model of Faith-Based Organizations that Provide Mental 
Health Support Services 
system utilized by the suprasystem of African-American individuals and families remains 
important in achieving the ultimate purpose and goals of this study. 
Biegel, Johnsen, and Shafran (1 997) used systems theory as a framework for their 
study entitled, "Overcoming Barriers Faced by African-American Families with a Family 
Member with Mental Illness." The systems interactions studied included family 
caregivers, mental health consumers, agency case managers and staff, and county mental 
health boards, due to being major components of local mental health systems that 
influence the daily functioning of mentally ill individuals. The authors note that due to 
the interlocking relationship between the systems, a change in one system affected the 
reciprocity of the entire system. 
The two research questions explored by Biegel, Johnsen, and Shafran (1 997) in 
this study included: (a) What barriers hinder African-American families' involvement in 
treatment and support of their family members' mental illness? (b) How can the barriers 
be overcome? Data collection involved mixed methods, qualitative and quantitative, 
research design which utilized focus groups and concept mapping. A large number of 
participants (76) participated in four focus groups that consisted of family caregivers, 
mental health consumers, agency case managers and staff, and county mental health 
boards. The data were later analyzed through concept mapping. 
By utilizing responses from the major groups of constituencies that make up the 
mental health system, themes related to service needs and barriers emerged. The findings 
indicate that all four of the focus groups were concerned with the exclusion of family 
members from the treatment process and inadequate caregiver support. Three of the four 
groups identified availability and quality of mental health services, limited caregiver or 
family capacity to provide care. and negative consumer behaviors as barriers. Two 
groups defined attitudes and beliefs that affect treatment, potential negative impact of 
caregivers upon consumers, and issues surrounding consumer medication as barriers. 
Important themes that emerged from caregiver barriers include difficulties managing the 
consumer's finances and the inability of the legal system to serve mental health 
consumers and their caregivers (Biegel, Johnsen, & Shafran, 1997). 
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Using the same method of concept mapping, each system identified solutions for 
service needs and barriers. The family caregiver focus group suggested five broad types 
of solutions that include increased support and involvement of the caregiver and 
consumer by the mental health system, caregiver self-help initiatives, improved 
relationships between the legal system and consumers and caregivers, and increased 
caregiver involvement in psychiatric and medication treatment. The focus group 
comprised of consumers identified improved caregiver performance, improved mental 
health systems services for consumers, improved communication between systems, and 
enhanced community support for caregivers and consumers as solutions to barriers. Case 
managers classified solutions emerging form three broad categories of solutions. They 
include increasing support for caregivers, improving the mental health system, and 
increasing consumer accountability. The fourth focus group, consisting of members of 
the mental health board recognized three broad, categories of solutions, which include 
improving access to services, increasing and improving education, enhancing caregiver 
support (Biegel et al., 1997). 
The use of the systems theory framework allowed all of the stakeholders in the 
mental health care system to contribute suggestions to improving the mental health 
system by allowing them to voice what they thought were barriers and solutions. Barriers 
identified in one system affected all of the other solutions. The implementation of 
suggested solutions will require that all systems adapt to the changes as highlighted by 
the ecological perspective (Biegel et al., 1997). The same systems framework is 
applicable when studying other systems such as faith-based organizations that provide 
mental health support services. An exchange of resources and changes in one system 
affects all other systems, which underlines the necessity to study them holistically. 
A culturally relevant perspective, such as the Afrocentric Perspective, requires 
that all phenomena concerning people of African descent be studied holistically as well. 
The use of a culturally relevant perspective in this study identifies African history and 
culture as key to understanding people of African descent. The purpose of this study is to 
add to the body of literature on access to and utilization of faith-based mental health 
services in the urban black community, therefore it is imperative to use a culturally 
relevant perspective in this study. 
Cultural Relevance 
The African Centered, Africentric, and Afrocentric Perspective, are 
interchangeable terms that all grow out of the need for social scientists and practitioners 
to develop a theoretical and practice model that mirrored and confirmed the values and 
worldview of African Americans based on contemporary African-America and traditional 
Africa (Schiele, 1996). The Afocentric Perspective recognizes African history and 
culture at the center of any analysis of people of African descent (Asante, 1987; Borum, 
2007). The three objectives of the perspective include: (a) encouraging the use of an 
alternative social science model that focuses on the cultural and political reality of 
African Americans, (b) dismissing negative representations of people of African ancestry, 
and (c) promoting a worldview that encourages individuals and society to move toward 
spiritual, moral, and humanistic change (Schiele, 1996). The Afrocentric Perspective 
centers on the ability to displace European ways of thinking and consciously replace 
them with ways of thinking and being that connects people of African descent to the 
African cultural experience (Mazama, 200 1). 
The Afrocentric Perspective emphasizes three major assumptions about human 
beings (Schiele, 1996). The first assumption contends that human identity is a collective 
identity, meaning there is no independent understanding of individuals. The identity and 
understanding of individuals fall within the context and parameters of their social group. 
Another assumption is that the spiritual element of human beings is as important and 
legitimate as the material elements. In the context of the Afrocentric Perspective, 
spirituality is the universal facet that unites all human beings to each other and a higher 
being or creator. The soul and intangible concepts are fundamental components of 
analysis for social sciences. The last assumption is that the affective approach to 
epistemology is legitimate, which validates feelings and emotions as sources of knowing 
(Schiele, 1996). 
Afrocentric social work is a method of social work practice based on traditional 
African philosophical assumptions used to explain and solve problems faced by 
individuals and society. Afrocentric social work highlights the importance of spiritual 
development and, like the aforementioned ecological systems theory, holistic thinking is 
essential. Viewing the world and people as interconnected parts of a whole, in which a 
change in one part causes a change in all parts is characteristic of holistic thinking. 
Another principal of Afrocentric social work contends that the political power of a group 
correlates to its level of financial independence. Because certain groups such as African- 
Americans are often denied employment, Afrocentric social work encourages these 
groups to create their own businesses and service organizations also giving them the 
opportunity to infuse their cultural values into society (Schiele, 1997). 
Borum (2007) contends that African-Americans often seek professional help and 
services, but perceive these services as negative for three interrelated reasons. The first 
reason is that African-Americans are leery of utilizing social service agencies and their 
representatives because these agencies have historically been known to contribute to the 
oppression of African-Americans and because of the neglect and racism that can be 
attributed to these social service providers. The second cause is the view of the social 
service providers that the behavior of African-American individuals and families is 
dysfunctional. The lack of appreciation and understanding of African-American cultural 
patterns and strengths is the last reason discussed that is attributed to negative perceptions 
of social service agencies. To reconcile this, Schiele (1997) suggests that agencies and 
organizations need to become more culturally competent, even though they are connected 
to funding sources that may not be. Another way that the Afrocentric social work 
approach attempts to resolve negative perceptions is through its focus on the strengths of 
the community. 
Afrocentric social work highlights the importance of building on the assets and 
strengths of the community, even in those that are oppressed, to help mobilize the 
community. Afrocentric social work asserts that because these community practices and 
values have sustained groups that face discrimination and oppression they should be 
integrated into service delivery systems that attempt to help these groups (Asante, 1987; 
Schiele, 1997). In particular, Schiele (1 997) states: 
Organizations indigenous to the community should be frequently consulted 
and used by professional social services and mental health organizations to 
better assist the community. These indigenous community organizations 
should be viewed as partners by professional social service organizations, and 
as partners their perspectives about servicing the community should be 
deemed as legitimate, or even more so, as those of the professional 
organization. (p. 8 12) 
In light of this, Afrocentric social work strives to support the self-help efforts of 
historically oppressed communities. 
An Afrocentric Perspective on the provision of mental health support services 
provided by faith-based organizations to African-American individuals and their families 
suggests that the provision of services by faith-based organizations be deemed legitimate, 
due to their role as indigenous organizations in the African-American community 
(Borum, 2007). This Afrocentric Perspective requires that all phenomena in regard to 
people of African descent be studied holistically, which means that all stakeholders 
involved in the provision of services by faith-based organizations be studied. As an 
indigenous organization in the African-American community since its development, the 
black church has mobilized resources on behalf of African-Americans. Exploring the 
feelings and emotions of the individuals and families that consume these services are 
valid ways of learning about the influences of these services. In the spirit of the 
Afrocentric Perspective faith-based organizations that provide mental health support 
services to African-American individuals and families should be utilized more frequently 
to assist the community and be integrated into service delivery systems, such as those 
offered by states, to aid African-American individuals and families (Borum, 2007). 
An example of Afrocentric mental health services is illustrated in the exploratory 
study entitled, "Mental Health Services at Inner City Churches" by Barbara Solomon, 
D.S.W, in conjunction with the University of Southern California. Funded by the 
National Institute of Mental Health in 1980, the purpose of this study was to demonstrate 
and evaluate a project providing culturally relevant mental health services to African- 
Americans. The target population for the counseling program was individuals and 
families with mental health problems who would not go to traditional agencies and have 
been dissatisfied with other services, or had frequently used the church and ministers as a 
primary source of help (Solomon, 1987). 
Ministers were used as linking agents and services were offered by a full time 
clinical social worker at three inner city churches or a setting in which the client felt was 
comfortable and accessible. These settings that were used were drastically different from 
traditional social or mental health agencies. Other services that were offered in contrast 
to what is done in traditional settings include: the freedom to accept or reject help fiom a 
practitioner, emergency services scheduled at the clients convince, necessary information 
collected during problem solving activities, the use of a receptionist for messaging 
services, and client services provided whenever needs arise. Another culturally relevant 
service was provided to clients that did not meet the specifications to get help from the 
programs at the three counseling sites. These individuals were given a referral to a 
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specific person at an agency that could assist them with their situation (Solomon, 1987). 
Current Findings on Faith-based Organizations and Mental Health Support Services 
Access to and Utilization of Mental Health Services 
In 2001, the U.S. Department of Health and Human Services published "Mental 
Health: Culture, Race, and Ethnicity-A Supplement to Mental Health: A Report of the 
Surgeon General." The purpose of this report was to improve the understanding of 
mental health issues of racial and ethnic minorities by viewing the issues through 
historical and cultural contexts. The report is reflective of Healthy People 2000 and 
Healthy People 20 10. The supplement discussed disparities of access and utilization of 
mental heath services for African-Americans and other racial and ethnic minorities. The 
report highlighted the need for understanding embedded history and cultural context in 
the design, adaptation, and implementation of services and service delivery systems that 
are required to provide effective mental health preventive and treatment services. The 
report acknowledged the role of African-American ministers as mental health counselors, 
diagnosticians, and referral agents in the African-American community, but stated that 
the extent of these activities remains unknown. Due to the high prevalence of mental 
health issues in the African-American community that currently exists, the concerns 
experienced in the Surgeon General's report are still valid (USDHHS, 2001). 
The Center for Mental Health Services (2008) defines access to mental health 
services as the extent to which an individual who needs care and services is able to 
receive it. The USDHHS 2001 report measures this disparity by lack of health care 
insurance. Access to health care is also measured by lack of health care insurance by 
Copeland (2005) and Galambos (2005). Although access to mental health care is 
measured by the amount of uninsured individuals, it is also influences by the availability, 
acceptability, cultural appropriateness, location, hours of operation, transportation needs, 
eligibility requirements, and costs of services (Center for Mental Health Services, 2008). 
As previously mentioned, for the purposes of this study access focuses on the ability of 
faith-based organizations to deliver and document mental health services they provide 
and proximity. Access in this study explores internal systems of service delivery such as 
intake, assessment, and termination. External interactions with systems of secular 
agencies and organizations such as referrals are also explored. 
According to Galambos (2005), since 1980 the number of uninsured individuals 
has grown to an estimated 43 million individuals in the United States, which represents 
15.2% of the total population. In 1996,76% of Caucasians had access to health care that 
facilitates preventive and primary care treatment, compared to 64% of African- 
Americans (Kass, Weinick, & Monheit, 1999). Brown, Ojeda, Wyn, and Levan (2000) 
estimate that nearly one-fourth of African-Americans lack health insurance, which is 1.5 
times greater than Caucasians. The 2007 census numbers revealed that 19.5% of 
African-Americans are uninsured compared to 10.4% of Caucasians (DeNavas-Wall, 
2008). In Georgia, 1.3 million individuals lack health insurance, which represents 16% 
of the total population. Of the uninsured, 1 10,293 are in need of mental health services 
(APS Healthcare, Inc., 2005). In 2005, of 1386 individuals surveyed in Fulton County 
Georgia, 15.5% had no health insurance; of these individuals 6.3% were Caucasian and 
24.6% were African-Americans (Bryan, Thompson, & Patel. 2005). 
Medicaid covers approximately 2 1 % of the African-American population and 
finances the majority of the safety net programs used by this population. Still, 
approximately one-fourth of the African-American population is uninsured. Many lack 
private health insurance, which would allow them access to health care. In addition, 
African-Americans are highly concentrated in marginal jobs that do not offer health 
insurance. If the employer does offer health insurance, it is excessively expensive 
making it unattainable (Carrasco, 2004). 
Access to mental health care remains a disparity in the African-American 
community (Carrasco, 2004). The author states reasons for this disparity include the 
limited availability of mental health services in rural areas. A relatively large proportion 
of African-Americans live in the rural south, while evidence indicates that concentrations 
of mental health professionals are in urban areas. Mentally ill African-Americans who do 
reside in urban areas disproportionately live in poor communities that lack access to 
urban practitioners that are available (Carrasco, 2004; National Alliance on Mental 
Illness, 2007). 
The availability of African-American clinicians is very important to African- 
Americans accessing health care (Carrasco, 2004; National Alliance on Mental Illness, 
2007). Studies of medical care have found that African-American physicians are five 
times more likely than white physicians to treat African-Americans. African-American 
patients have problems finding an African-American mental health practitioner due to 
only 2% of psychiatrists and psychologists and 4% of social workers being African- 
American (Carrasco, 2004; National Alliance on Mental Illness, 2007). In the state of 
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Georgia, there is a critical shortage of licensed mental health professionals, the average 
ratio of consumers to licensed or certified mental health professional is 100: 1.17 (APS 
Healthcare, Inc., 2005). In Region 3 of the Georgia Division of Mental Health, 
Developmental Disabilities, and Addictive Diseases (MHDDAD) which includes Fulton 
county, the average ratio of consumers to licensed or certified mental health professionals 
is 100: 1.90 (APS Healthcare, Inc., 2005). There was no information available about the 
race or ethnicity of practitioners for the state of Georgia or region three. Furthermore, 
many of these available practitioners do not accept Medicaid insurance, which is a widely 
used public health insurance program that subsidizes mental health treatment (Carrasco, 
2004; USDHHS, 2001). 
Hines-Martin, Malone, Kim, and Brown-Piper (2003) investigated individual, 
environmental, and institutional level barriers to mental health care access in the African- 
American population. This component of a 3-year, 200 1-2003, mixed method study 
examines the use of mental health service among African-American adults. The 
qualitative study identifies 14 categories of barriers within the three levels mentioned 
above, which were common to the majority of participants. The sample consisted of 
African-Americans, ages1 8 and older, voluntarily accessing mental health treatment for 
the first time. Many of the participants had prior treatment for substance abuse and a 
mental health disorder in a primary care setting. The 24 participants in the study had 
diagnoses of major depression, adjustment disorder, bipolar disorder, and psychosis, 
along with four individuals that reported "other" for the diagnosis. Individual barriers 
included fearlmistmst, denial/avoidancelrepression/choice not to reveal, beliefslattitudesl 
values, thoughts1 knowledgeldeficit, disability, economic, impact of illness/trauma, 
responsibilities, and non-adherence. The category of familylsignificant other/community 
and resources made up the environmental barrier level. The institutional barriers 
category consisted of time/limitations/capacity, gatekeepers, and rule. 
Although the sample size was too small to generalize due to the low number of 
participants in the sample, the results indicated that individual level barriers were the 
most common, and the majority of participants indicated that knowledge and beliefs were 
their primary reasons for not accessing mental health care. The environmental level 
barrier category that focused on family, significant others, and community yielded 
significant results. The study, "Barriers to Mental Health Care Access in an African- 
American Population," which explored access to mental health care services for African- 
Americans is consistent with previous research. Factors such as lack of insurance, 
stigma, social and cultural factors, disproportionate diagnosis, racism and discrimination, 
and lack of access to mental health care influence African-Americans utilization of 
mental health care services (Hines-Martin et al., 2003). 
According to Carrasco (2004), disparities continue to exist between African- 
Americans and Caucasian populations in the utilization of mental health care. For adults 
aged 18 or older, the Substance Abuse and Mental Health Administrations Service 
defines utilization of mental health services as receiving treatment or counseling for any 
problem with emotions, nerves, or mental health in any inpatient or outpatient setting 
(Substance Abuse and Mental Health Services Administration, 2008). Also included in 
this definition is the use of prescription medication for treatment of any mental or 
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emotional condition. The number of individuals who report perceived unmet needs for 
mental health problems is used as the measure of mental health service utilization by the 
Substance Abuse and Mental Health Services Administration (Substance Abuse and 
Mental Health Services Administration, 2008). This study focuses on consumer's 
experiences utilizing mental health support services from faith-based organizations in 
terms of quality of life, satisfaction with services, perceived cultural relevance, and 
efficacy. 
The National Comorbidity Survey (NCS), 199 1 - 1992, investigated the utilization 
of mental health services by African-Americans. Results of the NCS indicated that only 
about one in three respondents that needed care received it. Even after eliminating the 
influence of sociodemographic differences, the percentage of African-Americans 
receiving treatment was half that of whites (Kessler et al., 1996). The National Survey on 
Drug Use and Health (NSDHU) (2006) reported that from 2003-2005, approximately 
5.1% of all adults and 19.2% of adults who received treatment for mental health problems 
in the past 12 months perceived an unmet need for mental health treatment or counseling. 
During this time, nearly half (48.1%) reported that their unmet need was due to the cost 
of services and insurance problems. In this report, statistics for perceived unmet mental 
health problems were reported with regard to age, but not ethnicity (Office of Applied 
Studies, 2006). 
A cause of this serious and growing disparity is the general overrepresentation of 
mental illness among the African-American population in the United States. The most 
recent statistics on mental health, found in the 2007 NSDHU report, estimate that 24.3 
million adults age 18 or older in the United States experiences serious psychological 
distress. This accounts for 10.9% of the adults in the country. Of those 24.3 million 
adults, 10.5% are African-American, which is 1.5% below the overall African-American 
population. The NSDHU did not include institutionalized and homeless individuals that 
live in shelters in the target population for the survey (Substance Abuse and Mental 
Health Services Administration, 2008). Individuals in prisons, residential drug treatment 
centers, and psychiatric hospitals, where African-Americans are overrepresented, were 
not surveyed. Therefore, the prevalence of mental illness in the African-American 
population may be higher (Substance Abuse and Mental Health Services Administration, 
2008; Farris, 2006). 
The NSDHU survey reports that only 10.8 million or 44.6% of adults reported 
receiving treatment for their mental health problem in 2007. In this same year, 10.9 
million adults aged 18 or older reported an unmet need for treatment of mental health 
problems. Included in this estimate of unmet needs are 5.4 million adults who did not 
receive any mental health treatment. Among the remaining 5.5 million people who did 
receive some type of mental health treatment or counseling, 18.7% reported an unrnet 
need, which may include delays in treatment and perceptions of insufficient treatment. 
Reasons for not receiving mental health treatment among adults with unmet needs 
included not being able to afford treatment, not knowing where to go for services, and not 
wanting the neighbors of community to have a negative opinion of them (Substance 
Abuse and Mental Health Services Administration, 2008). 
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Because this study takes place in the state of Georgia, it is imperative to discuss 
the incidence and prevalence of mental illness in this geographic location. In 2004, at the 
request of Georgia's Mental Health Planning and Advisory Council, APS Healthcare 
(formerly American Psychiatric Services) completed a Mental Health Gap Analysis that 
provides a comprehensive assessment of the state's publicly funded mental health care 
system that supports children, adolescents, and adults with mental health problems. The 
goal of the project was to identify information that facilitates the improvement of the 
public healthcare delivery system that residents of Georgia with mental illness depend on 
to live independently in the community. According to the gap analysis, of the 
approximately 8.2 million residents of the state of Georgia in 2004,28.7% are African- 
Americans, and 6.77% are African-Americans that suffer from a serious emotional 
disturbance as compared to 6.27% of Caucasians. The service count of individuals who 
received mental health treatment in the state of Georgia in 2004 indicated that 66,635 
African-Americans received services compared to 1 0 1,695 Caucasians (APS Healthcare, 
Inc., 2005). 
Results indicate that mental health services provided by the Georgia Department 
of Human Resources, Division of Mental Health, Developmental Disabilities, and 
Addictive Diseases reached less than a third of the estimated individuals with serious 
emotional disturbances. Of the 24,919 adults served, only 7% received individual 
community support services, that are primary services delivered to seriously emotionally 
disturbed individuals. Another gap identified was the lack of continuity of care for 
individuals released from state mental health hospitals. In 2004, hospital staff failed to 
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enroll 28% of the adults discharged from state hospitals into community support services 
prior to their last admissions and following their current discharge. As a planning tool, 
the gap analysis helps local mental health planning boards in Georgia determine the types 
of services needed, justifi funding requests, and allocate resources (APS Healthcare, Inc., 
2005). 
Georgia receives mental health block grant funds from the federal government to 
provide mental heath services. The Center for Mental Health Services developed a 
Uniform Reporting System (URS) to provide for an accountability system for all of the 
states. The data submitted by the states, in the form of output tables, show performance 
on issues of access, appropriateness, outcomes, and systems management intended to 
help states monitor their performance over time. Any person that served under Georgia's 
state mental health agency system was eligible to be included in data submitted. People 
who received Medicaid mental health service through a private provider, who used a 
private provider, or medical provider not finded by Substance Abuse and Mental Health 
Services Administration was excluded from the reporting system, which is a significant 
limitation which may skew the results. Therefore, some mental health service providers 
who receive state funding are not included in the accountability data collected through 
the URS (Center for Mental Health Services, 2007). 
The most recent URS data available is from 2006. The data indicate that 42.1% 
(65,9 1 1) of the adult individuals served by the state of Georgia Mental Health Authority 
were black or African-American, as compared to 53.7% (83,949) of Caucasians. 
Information collected about consumers' living situations reveals that 58% of African- 
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Americans were homeless or living in shelters, in contrast to 39% of Caucasians. Of 
consumers residing in jail or other correctional settings, 59% were African-American and 
37% were Caucasian. Another outcome domain of the URS is 30 and 180-day 
readmission rates into state psychiatric hospitals. State psychiatric hospitals readmitted 
14.3% of African-Americans and 9.7% of Caucasians within 30 days of discharge fiom 
the hospital. At the 180 day mark of their discharge from a state psychiatric facility, 3 1. 
8% of African-Americans and 16.1 % of Caucasians returned to the facility (Center for 
Mental health Services, 2006). This may possibly be an indicator that Afiican-Americans 
are not able to access and utilize resource that are needed to help them successfully live 
in the community. 
As previously mentioned, this study takes place in Fulton County, Georgia. 
Fulton County Department of Mental Health, Developmental Disabilities, and Addictive 
Diseases are part of the Georgia Division of Mental Health, Developmental Disabilities, 
and Addictive Diseases (MHDDAD) region three, along with nine other counties (R. 
Turner, personal communication, December 20, 2008). They include Dekalb, Clayton, 
Gwinnett, Rockdale, Henry, Fayette, Cherokee, Cobb, and Douglas County. Of these 
counties, Fulton is the largest with 8 16,006 inhabitants, who make up 10% of the total 
population of Georgia. According to the 2000 U.S. census 48.1 % are Caucasian and 
44.6% are African-American (New Georgia Encyclopedia, 2007). In 2006, of the 1 1,38 1 
individuals in need of mental health treatment from the public sector 6,543 received 
services at one of Fulton County's three mental health centers and Northside Mental 
Health Center. Of the individuals that were served in Fulton County in 2007,2,583 were 
Caucasian and 3,960 were African-American (Fulton County Department of Mental 
Health, Developmental Disabilities, and Addictive Diseases, 2007). 
The Region 3 metro planning board is comprised of 72 citizens, consumers, and 
family members that plan prevention services for the counties (R. Turner, personal 
communication, December 20,2008). The most recent utilization data available for 
region three is from 2006 and is only available for seriously mentally ill adults (SMI). 
Region three used the Center for Mental Health Services utilization prevalence estimates 
along with local poverty statistics to calculate the seriously mentally ill individuals in 
region three that need services from the public sector. In 2006, it was estimated that 35, 
320 seriously mentally individuals in region three needed services from the public sector 
(R. Turner, personal communication, December 20,2008). 
The Georgia Division of MHDDAD region three reported serving 33,548 
consumers with serious mental illness. The race, age, and gender of these consumers was 
not reported. The types of services that were received were not specified. The region 
three planning board has set priorities for 2009. They include improving access to 
services by increasing treatment opportunities for underserved and high-risk populations 
and expanding services by planning and developing permanent supportive housing. 
Priorities for integratiodcoordination of services include improving coordination of 
community programs with criminal justice systems, integrate Georgia Regional Hospital 
Services with community systems of care, and participate in creative, collaborative, 
coalitions for planning services. Making services more efficient, accessible, and 
consumer focused, as well as requiring peer support, day support, and day treatment 
services that cultivate consumer independence is a priority for improving the quality, 
efficiency, and effectiveness of services (R. Turner, personal communication, 
December 20,2008). 
Alan Judd and Andy Miller, reporters for The Atlanta Journal-Constitution 
newspaper, have consistently chronicled the state of the mental health system in Georgia 
since 2002. Examination of the seven state mental health hospitals and community-based 
services revealed a system that is lacking services, staff, and money (Judd & Miller, 
2007). The authors discussed the death of 11 5 state hospital patients that died under 
suspicious circumstances, and another 194 cases of hospital workers physical and sexual 
abuse of patients. The problems of the state mental health care system is attributed to 
several years of the Department of Human Resources declining to seek more funding to 
improve services, and reduced funding for community-based services declining. The 
lack of funding has resulted in a state of overcrowding and understaffing in the entire 
mental health system (Judd & Miller, 2007). The overcrowding in state mental health 
hospitals has translated into more mentally ill patients seeking mental health care in 
emergency rooms across the state of Georgia (Judd & Miller, 2007). When state 
psychiatric hospitals are unable to accept patients immediately, they are held in 
emergency rooms and hospitals for hours and days until they can be transferred to state 
psychiatric hospitals. This is a problem for hospitals because they are unabIe to provide 
the specialized treatment that these patients need and the state does not pay for the care 
that they receive in emergency rooms, It is estimated that it will take 24 million dollars 
to improve the state hospitals and 58 million dollars to improve community services 
(Judd & Miller, 2007). 
Factors that Influence the Utilization o j  Mental Health Services 
Social and cultural factors, stigma, disproportionate diagnosis of major disorders, 
discrimination and racism, and religion and spirituality play a role in influencing the 
utilization of mental health services under any auspice of care including programs offered 
by faith-based organizations. Factors that influence the utilization of mental health 
services vary according to race and ethnicity (Hines-Martin et al., 2003). Differences 
identified for African-Americans listed by the author include fear of institutionalization, 
gatekeeper's bias, consumer perceptions regarding the magnitude and source of mental 
illness, and worry for care of family members at home. The identification of factors that 
positively and negatively affect the utilization of mental health care is vital to the creation 
of effective interventions. Researchers suggest that mental health practitioners do have 
the resources to become culturally competent enough to identify and alleviate internal 
and external barriers that prevent utilization of mental health services in the African- 
American community (Hines-Martin et al., 2003). 
Social and Cultural Factors 
Social factors that influence the utilization of mental health services for African- 
Americans include policy and service barriers and the socioeconomic status of African- 
Americans. Historically, hardships such as slavery, sharecropping, and exclusion from 
health, education, social, and economic resources placed African-Americans in a 
socioeconomically disadvantaged state (Carrasco, 2004). Today, utilizing mental health 
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services for some African-Americans is still hard due to constraints such as no or poor 
insurance, transportation, taking time off work, and finding someone to care for their 
children while they receive services (Swanson, Crowther, Green, & Armstrong, 2004). 
This suggests that African-Americans have difficulty adjusting to and have negative 
attitudes toward mental health services and facilities because they are not considerate of 
black culture and lifestyles. These factors are barriers to the utilization of mental health 
services for African-Americans and others. African-Americans are also more likely to be 
included in high-need populations that do not have access to mental health care. These 
individuals, who are homeless, incarcerated, or experience substance abuse problems, are 
less likely to have the means to utilize mental health services (Swanson et al., 2004). 
Cultural factors that influence the utilization of mental health services for 
African-Americans include attitudes and beliefs towards mental health and distrust of the 
health care system. Service and policy barriers, unequal treatment, segregation, racism, 
and malpractice plague the history of health care for African-Americans in the United 
States dating back to slavery, and are at the root of African-Americans' distrust of health 
care systems. The best example of blatant mistreatment of African-Americans by the 
government and the health profession is the infamous Tuskegee Syphilis study, which 
took place in Macon County, Alabama from 1932 to 1972. The Unites States Public 
Health Services (PHs) Department funded this study, which withheld treatment of 
syphilis from about 400 African-American men in order to study the course of the disease 
in blacks. The study ended in 1972, even though the standard cure for the disease 
became penicillin and was available during the course of the study. In 1997, President 
Bill Clinton apologized for the heinous treatment of African-American men and their 
families during the study. This type of treatment has shaped African-Americans and 
others attitudes and beliefs about when, where, how, and from whom they seek services 
and participate in research. Other issues of concern are effective communication and the 
worry of receiving adequate information about clinical trials from physicians (Kennedy, 
Mathis, & Woods, 2007). 
Stigma 
The word stigma is a derivative of the Greek word stigmata, which is a reference 
to a mark of shame, discredit, or an identifying mark or characteristic. Penn and Martin 
(1998, as cited in Overton & Medina, 2008) state that when applied to mental illness, 
stigma is a mark of shame that encompasses negative feelings, attitudes, and behaviors 
toward those that are mentally ill. Because the causations of mental illness have been 
historically attributed to character and moral flaws, society discredits mentally ill 
individuals. As outcasts, they are oftentimes judged by behavior that is not representative 
of who they are entirely. Mentally ill people fall prey to "structural stigma." As a theory, 
structural stigma looks at how cultures create systems of tangible barriers through 
stigmas. Structural stigma denies people with mental illness access to things that 
"normal" people find they are commonly privileged to every day. Included in the process 
of structural stigma is the recognition of a cue that a person has a mental illness, creation 
of stereotypes, and prejudicial or discriminatory acts against the person (Overton & 
Medina, 2008). 
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The impact of stigma for mentally ill individuals includes: lack of employment 
opportunities, limited housing options, barriers to obtaining treatment due to fear that 
someone will find out that they are mentally ill, loss of friends and family, and negative 
attitudes towards health professionals (Overton & Medina, 2008). Less than 30% of 
people who have mental health diagnosis seek treatment, and 40% of people with a 
serious mental illness such as schizophrenia who attempted to get treatment, failed to do 
so (Martin, Pescosolida, & Tuch, 2000). Researchers have also found that once a person 
receives the mentally ill label, they are more likely to earn less than a person who did not 
receive the mentally ill label even if they have the same psychiatric condition regardless 
of ability, knowledge, education, and qualifications (Overton & Medina, 2008). 
Disproportionate Diagnosis 
Disproportionate diagnoses of mental disorders occur from the belief that African- 
Americans suffer higher occurrences of specific types of mental illness due to 
misdiagnosis and over diagnosis (Barnes, 2008). The belief that free blacks and whites 
were more susceptible to becoming mentally ill than slaves dates back to the antebellum 
period of history. This was based on the assumption that slaves had less stress and 
pressure due to unscientific observations, poor research designs and data collection, and 
inadequate interpretation of results. These beliefs about mental illness lasted for several 
decades. The 1840 census attempted to provide the first comparative study of black and 
white mentally ill patients. This was done by counting the number of residents in mental 
health hospitals. Jarvis (1 842, as cited in Garretson, 1993) then used this census 
information to study "insane" patients from 15 northern states and 15 southern states. 
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His results revealed that the number of northern white patients was almost the same as 
the number of southern white patients. As for black patients, there were 10 times more 
black patients in the north than in the south. With this Jarvis concluded that the 
individuals in, what was thought to be, the "highest state of civilization" suffered the 
most mental health problems. He theorized that slaves were better adjusted than free 
blacks, and that slavery is good for American blacks (Garretson, 1993). 
Contributing factor to the disproportionate diagnosis of African-Americans are 
communication styles, vocabulary, value systems, and expressions of stress that differ 
from other cultures. Although the development and diagnosis of mental disorders is the 
same for all cultures, its outward manifestations can be different for African-Americans 
(Garretson, 1993). Due to previous experiences with racism and discrimination in the 
mental health system, and other social, employment, and educational settings, African- 
American males often experience cultural mistrust, which may manifest itself as mild 
paranoia. Psychotic symptoms such as mild paranoia and hallucinations can be 
consistent with the diagnosis of major depression and paranoid schizophrenia. African- 
Americans who are depressed typically complain of physical impairments, somatic 
complaints, and insomnia instead of mood symptoms. Because African-Americans are 
more likely to receive treatment in emergency rooms and by primary care physicians, a 
diagnosis of depression is often missed. This results in incorrect treatment and poor 
mental health outcomes (Bolden & Wicks, 2005). 
The diagnostic process is also a factor that contributes to disproportionate 
diagnosis of mental disorders and furthers mistrust in the system and of providers. 
Garretson (1 993) stated that at times, clinicians base their diagnoses of African- 
Americans on social class differences as opposed to racial differences. When diagnosing 
African-Americans, the use of biological and genetic explanations is common. Another 
finding, attributed to the diagnostic process, is clinician's noncompliance in adhering to 
the strict diagnostic criteria of the Diagnostic and Statistical Manual of Mental Disorders. 
Some physicians repeatedly use their own procedures and criteria to determine a 
diagnosis for African-American clients, which are not consistent with the Diagnostic and 
Statistical Manual of Mental Disorders (Garretson, 1993). 
Discrimination and Racism 
Like cultural and social factors, stigma, and disproportionate diagnosis of mental 
disorders, the influence of discrimination and racism on the utilization of mental health 
services for African-Americans have historical origins. Inequalities with utilization 
began with the premise that the causes of mental illness were different for African- 
Americans due to being an "uncivilized race" (Lowe, 2006). Mental illness in the 
African-American population was attributed to biological defects and social inferiority, in 
the white population it was attributed to environmental stress (Lowe, 2006). As 
mentioned earlier, Jarvis (1 842) and John C. Calhoun the Secretary of the state of South 
Carolina touted the idea that the protective conditions of slavery decreased the risk of 
African-Americans becoming mentally ill. Before 1861, the justification that African- 
Americans exhibited "milder forms" of mental illness was used to keep African- 
Americans from being admitted into asylums. Yet in Philadelphia County, Pennsylvania, 
African-Americans made up 20% of the population labeled "lunatics and defective" 
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Outcomes measured the extent to which clients receiving counseling at the church 
site compared their experiences, favorably or unfavorably, with counseling received in 
traditional agency settings. The extent to which counselors introduced specific 
interventions into external systems on behalf of the client was another outcome measured 
during the study. Thirty-eight participants completed a 30 to 45 minute semi-structured 
phone interview. Of the 38 clients who participated, 17 reported using another agency 
while 2 1 used only church based counseling. The same 27-item questionnaire solicited 
information about church-based counseling only and prior counseling. The possible 
scores on the questionnaire ranged from 27 to 112 with low scores indicating a negative 
attitude toward counseling. The actual scores from the church-based counseling program 
ranged from 69 to 102; for other counseling agencies, the scores ranged from 46 to 90. A 
t-test for correlated samples done on the data resulted in significantly different means 
(t = 4.71, p < .001), which indicated the need for more rigorous testing to be done. Of the 
2 1 remaining respondents who only used church based counseling, their mean score was 
89 which indicates that they were more positive than the respondents who had received 
other counseling (Solomon, 1984). 
Solomon's study was able to demonstrate that faith-based organizations are 
capable of providing African-Americans mental health support services and assisting 
consumers with acquiring resources from traditional agencies (Solomon, 1984). 
Although both studies provide valuable information, none of the previously discussed 
studies explored the subjective experiences of consumers using qualitative data. The 
investigators did not expand the studies to larger sample population or include 
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satisfaction with services as a variable. Both studies took place before the inception of 
the Charitable Choice provisions. Continued support for faith-based organizations by 
states and the federal government will depend on current research that is sufficient to 
support that faith-based organizations are able to do an adequate job of providing services 
(Fischer & Stelter, 2006). 
The 2005, doctoral dissertation "Innovative Ways to Address Mental Health 
Needs of African-Americans: An Exploratory Study Examining the Importance of 
Understanding How African-American Clergy Conceptualize and Attribute the Causation 
on Mental Illness," by Kim Farris, at the University of Texas, Austin, examined how 
African-American clergy conceptualized and attributed the causations of mental illness. 
The dissertation also focused on how those factors affected their ability to respond to and 
provide services to individuals seeking help with mental illness. Of the 2,970 African- 
American Clergy and seminary students contacted to participate, 125 completed and 
returned usable surveys. The clergy and seminary students completed the three section 
Clergy's Perception of Mental Illness Survey (CMPI). The survey began with a 
demographic section, then it presented vignettes and follow-up questions regarding 
causal attribution, decision making, and beliefs about ability level. The survey ended 
with additional questions that asked clergy about training, additional resources, and an 
open ended question that encourage participants to provide recommendations about 
providing mental health care for African-Americans. 
Results of the study indicated that clergy who attributed causes of mental illness 
to spiritual reasons or other life circumstances were more likely to advise in a spiritual 
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manner. The results also indicated a direct relationships between participants seeking 
higher educational degrees and attempting to advise in a spiritual manner. Overall, the 
participants were able to recognize and attribute causation of the issues presented. The 
majority of the participants correctly recognized the mental illnesses presented in the 
vignettes (Farris, 2005). This study provided important insight into clergy's 
understanding of mental illness. However, it did not explore the specific types of mental 
health support services that African-American Clergy provide and to what populations 
they provide services. Farris (2005) suggests that future researchers evaluate the 
outcomes of individuals that have received services to determine the efficacy of the 
services provided. 
James A. Millner's (2006) doctoral dissertation, "The Intervention and Assistance 
to the Chronically Mentally I11 who are Experiencing Homelessness," provides case 
studies of participants residing in a faith-based residential service center for homeless 
chronically mentally ill men, named Odyssey 111-Safe Haven. The focus of this study 
was to design a program capable of replication by others in the faith community whose 
mission is to work with mentally ill individuals. The study consisted of ten chronically 
mentally ill homeless men, observed over a minimum period of six months. The staff of 
the residential services center included a director of counseling, case managers, peer 
specialist, residential support staff, night managers, and dieticians. The overall 
hypothesis of the study was that when given adequate support and assistance, the 
individuals targeted by the program could become stabilized, non-symptomatic and able 
to live in permanent community housing with the necessary support services. The 
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program also consisted of a spiritual recovery component; facilitated by a clergy member 
of the sponsoring church of the program. 
Because of the supportive services, all of the participants showed improvement. 
The program was successful because participants were no longer homeless, able to 
maintain abstinence from illegal drugs and alcohol with a minimal amount of relapse, and 
decreased psychiatric symptoms due to medication management by program staff. Other 
indications of success include participants increasing their knowledge of coping skills 
and no probation violations (Millner, 2006). The research done for this dissertation 
demonstrated that with the proper resources their faith-based organizations successfully 
provided mental heath support service. The case studies highlighted the progress of the 
program participants; however, the participants were not asked to provide subjective 
information about their experiences. 
Conclusion 
From the literature reviewed, it is apparent that disparities of access to and 
utilization of mental health support services in the African-American community still 
exist (Carrasco, 2004). Social and cultural factors, stigma, disproportionate diagnosis of 
major disorders, discrimination and racism, and religion and spirituality all play a part in 
African-Americansy decision to utilize mental health support service (Swanson et al., 
2004; Kennedy et al., 2007; Barnes, 2008; Bolden & Wicks, 2005; Harris et al., 2006). 
The majority of the research on faith-based organizations focuses on the number of 
programs offered in a geographic location (Taylor et al., 2000; Caldwell, 1994; Meyers, 
2005). Previous research on faith-based organizations and the provision of mental health 
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support services exist, but the exploration of the specific types of services offered and the 
target populations of the services remains limited. The data regarding the subjective 
experiences of clients who utilize the services are also limited (Jackson, 1991 ; Solomon, 
1987; Farris, 2005; Millner, 2006). 
The literature reviewed on specific mental health support services, quality of life, 
satisfaction with services, and cultural competent provision of services are all relevant to 
the objectives of this study. The literature on culturally competent mental health practice 
suggests that design and implementation of mental health support services should be 
sensitive to the cultural needs of the people who utilize the services (Carrasco, 2004; 
Jones, et al., 2007). Quality of life and satisfaction with services correlate to client's 
decision to utilize services and makes it possible to determine the needs of clients (Mason 
et al., 2004; Evans et al., 2006). 
Summary 
African-Americans have faced issues of access to and utilization of mental health 
support services since the colonial era when services provided to free blacks were 
deficient (Davis, 1997; Lowe, 2006). Faith-based organizations in the African-American 
community have provided mental health support services to African-Americans before 
the inception of the clack church (Gough, 2000). In order to close the disparity gap of 
access to and utilization of mental health services, African-Americans need interventions 
that are sensitive to their cultural needs (Carrasco, 2004). The provisions of the 
Charitable Choice Act make it possible for faith-based organizations, which have 
historically been providing services to the African-American community, eligible to 
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receive state and federal funding to provide social services (Ebaugh et al., 2002). The 
ecological systems theory and the Afrocenteric perspective suggest that this phenomena 
must be studied holistically (Schiele, 1997; Robbins et al., 1998). 
From the literature reviewed, it appears that faith-based services for mentally ill 
African-Americans only constitute a small proportion of the total services offered by 
faith-based organizations. Mental health support services provided to mentally ill 
individuals appears to represent approximately 8% to 20% of the total amount of services 
provided by faith-based organizations (Meyers, 2005). The majority of the services 
provided to mentally ill adults fall into the category of support services. These services 
include food and shelter programs with no mental health component, financial assistance, 
referral services, and support groups were support services referenced in the literature. 
Small amounts of mental health services such as counseling and interventions done with 
mentally ill adults were reported (Blank et al., 2002). Chapter three discuss the 
methodology utilized in this study. 
CHAPTER I11 
METHODOLOGY 
The purpose of this study is to add to the body of literature on access to and 
utilization of faith-based mental health services in the urban black community. In 
addition, this study helps to inform issues related to the relevance and implementation of 
Charitable Choice in the black church (Cnaan & Boddie, 2002). Specifically, this study 
aims to identify mental health support services provided by faith-based organizations, and 
to estimate the degree to which these services are meeting the mental health needs of 
African-American consumers and their families that live in Fulton County, Georgia. 
Specifically, this study focus on identifying which faith-based organizations provide 
mental health support services, the type of the services offered, and what populations 
consume these services. In addition, client, family, and service provider experiences in 
terms of quality of life, satisfaction and efficacy of services, and perceived cultural 
relevance is the focus of data elicited through this study. 
Chapter three begins with a discussion of the research design and the 
appropriateness of the research design. A review of the research questions provides a 
transition to the discussion of the sample and the data collection procedures. A review of 
appropriate and feasible data collection methods are discussed. The measures section 
explains what instruments are used to collect data along with a discussion of reliability 
and internal and external validity. The chapter concludes with a discussion of the 
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strengths and limitations of the study and the data analysis used in the methodology of 
the study. 
Mixed Methods Research Design 
The study utilizes a mixed methods triangulation research design that consists of 
the use of quantitative and qualitative data collection methods, specifically a survey, 
Geographic Information Systems (GIs) map, and case study. Mixed methods 
triangulation research designs validate and expand quantitative results with qualitative 
data. Triangulation research designs are one-phase research designs that make it possible 
to employ quantitative and qualitative methods simultaneously with equivalent weight 
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Figure 3. Triangulation Mixed Methods Research Design 
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The historical roots of mixed methods research can be traced back to a time in 
western philosophy in which a universal, multiple, and mixed truths about the world was 
being debated by philosophers such as Plato, Socrates, and Protagoras (Groleau, Pluye, & 
Nadeau, 2007). These ancient debates continue to influence the way in which we acquire 
knowledge today. Mixed methods research is a balance between the two extremes of 
universal and multiple truths about phenomena. Mixed methods research aims to respect 
both extremes of the spectrum while finding a solution that is agreeable to both sides. A 
succinct description of mixed methods is an approach to knowledge that encompasses 
multiple viewpoints, perspectives, positions, and standpoints (Johnson, Onwuegbuzie & 
Turner, 2007). 
For approximately the first 60 years of the 2oth century, mixed methods research 
was used in cultural anthropology and sociology but not labeled as such. Another 
interaction of mixed methodology is found in the methodology work of Campbell and 
Fiske (as cited in Johnson et al. 2007), which introduces the notion of triangulation, also 
called multiple operationalism. Campbell and Fisk (1 959) are credited with being the 
first to demonstrate how multiple research methods could be used in the validation 
process. Multiple operationalism referred to the concept of using more that one method 
as part of the validation process, which explains the variance in phenomena. Boring 
(1953, as cited in Johnson et al., 2007), without the use of the term multiple 
operationlism, stated that the concept was merely a measurement and construct validation 
technique and not a full research method. Webb, Campbell, Schwartz, and Sechrest 
(1 966 as cited in Johnson et al., 2007) went further to define multiple operationalisms as 
the use of multiple measures that share theoretically relevant components but have 
different patterns of irrelevant components. The first is defined as the use of multiple 
quantitative or multiple qualitative approaches, while the later consisted of the use of 
both quantitative and qualitative approaches (Johnson et al., 2007). 
Today mixed methods is known as blended research, integrative research, 
multimethod research, multiple methods, triangulated studies, ethnographic residual 
analysis, and mixed methods research (Thomas, 2003; Johnson & Onwuegbuzie, 2004; 
Hunter & Brewer, 2003; Morse, 2003; Johnson, 2006). Identified in this study by its 
popular name, mixed methods research uses multiple data collection strategies, methods 
of research, and philosophies (Johnson et al., 2007). Collins, Onwuegbuzie, and Sutton 
(2006) stated that participant enrichment, instrument fidelity, treatment integrity, and 
significance enhancement are four reasons for conducting mixed methods research 
(Johnson et al., 2007). 
Design Appropriateness 
Before the inception of the Charitable Choice Act, research on faith-based 
organizations was descriptive in nature and focused on program models, delivery styles, 
and funding streams. Recent empirical studies on faith-based organizations focus more 
on program output, such as the number of clients sewed. More information on program 
evaluation and monitoring of outcomes is needed. Essential data collection needs also 
include characteristics of individuals who seek services, the amount of services offered in 
a given period, and data that focuses on the experience of clients (Fischer & Stelter, 
2006). 
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In the field of mental health, the decision to engage in mixed methods research is 
typically based on the need to unite the strengths of quantitative and qualitative research 
(Groleau et al., 2007). Qualitative research generally provides strong internal validity 
due to the use of in-depth descriptions of context specific phenomena. Quantitative 
studies, however, offer stronger external validity due to effectiveness in the examination 
of factor-outcome relationships that are easily generalized to the population (Tashakkon 
& Teddie, 2003). Traditionally mental health research consisted of population statistics 
that only yielded information about how many people were diagnosed with a particular 
mental health problem and what region they lived in (Guba & Lincoln, 1994). The 
addition of qualitative data allowed for the emergence of specific subjective information 
about symptoms and behaviors. Quantitative research methods primarily focus on 
eliciting objective and measurable responses to subject matter. It most be noted that 
quantitative research does allow for the study of subjective responses, but it is limited 
through predetermined conceptual categories that do not allow access to unpredictable 
subjective participant experiences. Therefore, unless the quantitative study is descriptive 
in nature it is typically limited to the validation of a hypothesis based on preexisting 
concepts (Groleau et al., 2007). 
The meanings that individuals with mental health problems assign to their 
symptoms and the way in which they describe them are contextually embedded in 
culture. These same subjective influences can be applied to clinical work in diagnosis, 
treatment, prognosis, therapeutic alliance, clinical communication, and patient 
compliance to treatment. The subjective experiences of mental health problems make it 
difficult to represent them through quantitative research methods alone. Guba and 
Lincoln (1 994) concurred that it is difficult for quantitative studies to explain the social 
context and the subjective experiences of human behavior. Specifically, Guba and 
Lincoln stated that the limitations of quantitative studies in explaining subjective 
experiences are that they do not account for the natural context in which variables 
emerge, exclude important meaning and content that is essential to human behavior, and 
are unable to settle local views with theoretical ones where there are discrepancies. They 
also produce generalizations that are not representative of individual cases, and prohibit 
the discovery factor in investigations (Groleau et al., 2007). 
In contrast to quantitative research, qualitative research considers context in the 
exploration of complex phenomena. Denzin and Lincoln (1 994) stated that qualitative 
research aims to capture the socially constructed characteristics of reality, the personal 
relationship between the researcher and the participants, and the situation specific 
limitations that form inquiry. However, qualitative research has been criticized for 
producing data that is hard to replicate (Huberman & Miles, 1991). When considering 
the limitations of quantitative and qualitative approaches we can satisfy the need for a 
mixed methods research approach for studying mental health problems and associated 
behaviors that allow social, cultural, political, and institutional context in regards to 
mental health to be considered (Groleau et al., 2007). Given the strengths and limitations 
detailed about mixed methods research designs it is deemed most appropriate for this 
study, because it allows the identification of descriptive aspects and outcomes of mental 
health services while simultaneously delving into the questions of how mental health 
support services are experienced. 
Review of Research Questions and Hypotheses 
The dependent variables of the study include types of mental health support 
services, target populations, quality of life, satisfaction and efficacy of services, and 
perceived cultural relevance of services. This study consists of six research questions and 
two hypotheses. 
RQ1: Which faith-based organizations provide mental health support services by 
type of services offered and target populations served; is there a 
relationship between the type of mental health support services offered 
and the target populations served? 
RQ2: Are mental health support services provided by faith-based organizations 
effective? 
RQ3: Do mental health support services provided by faith-based organizations 
improve quality of life? 
RQ4: Are African-American consumers and families satisfied with mental 
health support services provided by faith-based organizations? 
RQ5: Are mental health support services provided by faith-based organizations 
perceived as more culturally relevant than secular services? 
RQ6: Is there a relationship between perceived cultural relevance and access to 
and utilization of mental health support services provided by faith-based 
organizations? 
Hol : Faith-based organizations provide culturally relevant mental health 
support services to African-American consumers and their families. 
Ho2: Faith-based organizations increase access to and utilization of mental 
health support services for African-American consumer and their families. 
Sample and Data Collection Procedures 
The study takes place in Fulton County, Georgia. For this exploratory study, the 
first data source comes from a cross sectional survey completed by clergy members or lay 
leaders. Clergy and lay leaders are used in the sample population because this study 
focuses on the ability of faith-based organizations to deliver mental heath support 
services. Data collected identifies faith-based organizations that provide mental health 
support services by type and population served. The second data source comes from an 
illustrative case study comprised of interviews with a typical consumer, family members, 
and service providers. These individuals are selected to participate in the interviews 
because this study focuses on the experiences of consumers that utilize mental health 
support services offered by faith-based organizations. Data collected focuses on quality 
of life, satisfaction and efficacy of services, and perceived cultural relevance of services. 
Nonprobability purposive sampling is used to select clergy members and lay 
leaders to complete a survey for this study. The sample consist of approximately 200 
(N = 200) clergy members and lay leaders of faith-based organizations. The organization 
Concerned Black Clergy will provide access to its members and affiliates that are able to 
discuss the services they provide. Concerned Black Clergy of Metropolitan Atlanta, Inc., 
(CBC) is an organization comprised of mostl> African-.American ministeis and laity. 
9 1 
fou~lded in 1983. The mission of the organization is to provide leadership. advocacy, and 
service to the homeless, helpless, and hopeless in the community. The organization has 
siu committees that offei various levels of empowerment to the community through the 
services they provide. They incl~tde conomic development, juvenile justice, educatlon. 
political issues, public policy/govcnment rclationships, and health. The health 
committee coordinates and organizes health initiatives fbr clelgy, conglegations, and 
other constitueilts to alleviate health disparities in the African-American community. 'The 
organization is concerned with the physical, mental, and emotional health of the African- 
American community. 'The colnlnittec is also responsible for providing education. 
training, and developing partnerships with churches (Concerned Black Clergy, 2008). 
Clergy members or lay leaders were mailed a letters explaining the purpose of the 
study, informed consent letter, and a survey to complete. Enclosed with the survey were 
self-addressed envelopes to return the survey via the United States postal service. After 
two weeks, the researcher or a research assistant will call the respondents who did not 
mail the survey back and ask them to complete the survey or give them the option to 
complete the survey during a phone interview. The survey will also be made available at 
two regularly scheduled CBC meetings. 
A Geographic Information Systems (GSI) Map of the faith-based organizations 
that provide mental health support services in Fulton County, Georgia was created from 
the addresses and zip codes that were collected from the surveys and completed by clergy 
and lay leaders (U.S. Department of Interior, 2007). GIs technoIogy is typically used for 
scientific investigation, resource management, and development planning. GIs maps are 
created using a computer system that is capable of capturing, storing, analyzing, and 
displaying data identified according to its location on the earth's surface and their spatial 
relationship. GIs makes it possible to draw conclusions about relationships from 
integrated information, with emphasis on spatial relationships (U.S. Department of 
Interior, 2007). 
The GIs map created from the addresses and zip codes that were collected in the 
survey were used to identify the location of faith-based organizations that provide mental 
health support services in Fulton County, Georgia and to explore the distance between 
faith-based organizations and Fulton County mental health services. In this study, GIs 
data are used to determine accessibility of faith-based mental health services to county- 
level services based upon proximity. It is important to note that GIs maps are created 
using locations on the earths surface. Although an organization may have a particular 
address, it may be located in a neighboring county due to fluctuating county lines. 
Through nonprobability snowball sampling clergy and lay leaders identified a 
typical African-American adult consumer, age 18 or older, family members, and service 
providers to complete interviews for the case study. The case study is used to illustrate 
what happens in the survey, and cannot be generalized to all African-Americans. Clergy 
or lay leaders instructed consumers to contact the researcher if they would like to 
participate in the study. This sample consist of one (N = 1) consumer that utilizes mental 
health support services offered by a faith-based organization. The consumer identified 
family members and service providers to complete interviews for the case study. The 
researcher asked the consumer to sign release of information forms for every service 
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provider that is contacted for the study. Service providers were also asked to review the 
consumer's case file that is maintained by the agency or organization. The strategy of 
snowball sampling consist of locating a few members who are in or affiliated with the 
population group of interest and asking them to identify other individuals or groups who 
fit the characteristics of the population of interest. This sampling technique is 
particularly useful when members of a population are hard to identify and locate or when 
researchers want to locate people with varying views on a topic. The snowball sampling 
technique is used to locate a consumer, their family, and service providers (Grinnell, 
200 1). 
The consumer, family members, and services providers completed individual 
interviews for the case study, audio taped by the researcher, that solicit qualitative data. 
Participants selected a location to complete the interview that is convenient for them. 
Before the interview begins, the researcher explained the purpose of the interview and 
reviewed the informed consent and release of information forms with the participants. 
After the participant signed the informed consent and release of information form, 
verbalizes an understanding of the project, and is given the opportunity to ask questions 
the interview began. Participants were given a copy of the consent form to take home. 
Confidentiality, risk, and benefits were discussed with all interview participants 
before the interview began. The researcher insured the participants that all audio records 
and survey information were kept in a locked file cabinet that is only accessible to the 
researcher. The interviews were uploaded to a secure transcription site in order for data 
analysis and interpretation to occur. Each tape and transcript was destroyed at the 
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conclusion of the research study and was not shared with anyone outside of the research 
study. All of the names of the individuals that participated in the interviews were be 
changed to protect their identity. Interview participants were advised that possible risk of 
the study include discomfort from discussing sensitive information. After the interview, 
research participants were provided with a list of community based resource that can 
address any discomfort incurred during the interview. Benefits of participating in this 
study that were discussed include identiQing mental health resources and policy 
implications. 
The Health Disparities Report 2008, "A County-Level Look at Health Outcomes 
for Minorities in Georgia," is used as a method to explore how Fulton County is meeting 
the needs of its residents (Georgia Office of Health Improvement & Minority Health 
Advisory Council, 2008). The Georgia Health Equity Initiative is an effort by the state of 
Georgia's Office of Health Improvement and the Minority Health Advisory Council to 
reduce raciallethnic inequalities in health care throughout the state. The goal of the 
"report card" style document is to identify inequalities in health care and outcomes in 
order to achieve health equity for the residents of Georgia. Categories and subcategories 
related to mental health services in Fulton County are discussed (Georgia Office of 
Health Improvement & Minority Health Advisory Council, 2008). 
Rationale of Data Collection Methods 
This study employs several data collection methods to accomplish the goals of the 
study. This study uses a GIs map, illustrative case study, mailed surveys, follow-up 
phone interviews, and the opportunity to complete the survey at a regularly scheduled 
CBC meeting to collect quantitative data and a case study to collect qualitative data. 
Case studies and focus groups are appropriate for collecting qualitative data in this study. 
Mailed surveys and telephone surveys are suitable for collecting quantitative data. 
Although all of these data collection methods are appropriate, when considering the 
circumstances of the populations participating in the study the use of mailed surveys, 
follow-up phone interviews, and making the survey available at CBC meetings became 
the most feasible data collection option for collecting data from clergy and lay leaders. 
The most feasible way to collect data from consumers, family members, and service 
providers is by conducting a case study that consist of face-to-face interviews along with 
record reviews. 
Mailed Surveys and Telephone Surveys 
African-American clergy that are members or affiliated with the organization 
Concerned Black Clergy of hfetropolitan Atlanta, fnc. (('Be) were asked to complete 
surveys mailed to them, with a stamped return envelop. After two weeks, the researcher, 
or a research assistant, contacted clergy members w11o did not return their surxley and 
gate them oppost~mity to complete khe survey during a phone interview. The use of 
mailed surveys is appropriate due to the researcher only having access to a current 
mailing list of CBC members and affiliates, provided by the president of the organization. 
The researcher will administer the surtcy at two regularly scheduled CBC' meetings. 
Advantages of mailed surveys are the low cost and low use of the interviewer's time 
(Grinnell, 200 1). 
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A disadvantage is the lack of contact with the participants due to the questionnaire 
being self-administered. This may be problematic because the researcher is unable to 
clarify questions for respondents. Another disadvantage is the low response rate of 
mailed surveys. It is not uncommon to receive 10 to 20% on the total number of surveys 
mailed, which may affect the validity of the data. It is expected that follow-up telephone 
surveys will increase the response rate. The advantages of telephone surveys are the 
speed at which they have the possibility to be completed and interviewers are able to 
assist respondents with answering the questions. A disadvantage of telephone interviews 
is being unable to reach the participant (Grinnell, 2001). An adequate response rate is 
expected due to the use of three data collection methods. 
Case Studies and Focus Groups 
Focus groups as a qualitative data collection method are particularly useful in 
capturing subjective experiences of the individuals who are participating. Group 
members are able to assign personal meaning to unique experiences. Sim and Snell 
(1 996) defined focus groups as "a group interview centered on a specific topic (focus) 
and facilitated and co-coordinated by a moderator or facilitator which seeks to generate 
primarily qualitative data, by capitalizing on the interaction that occurs within the group 
setting" (p. 299). When collecting data using a focus group, it is imperative that the 
researcher collects data on what the participants say as well as the way that they interact 
with one another. The process is also complex because the researcher must make sure 
that quotations are precisely credited to each group member, not allow the process of the 
data collection process to interfere with the management of the group, and not allow the 
method of data recording to have an impact on the effectiveness of the group (Sim, 
1998). 
An advantage of the use of focus groups is that they can be considered 
economical because they record the view of several individuals at one time. Because 
groups of people are used, the researcher is able to provide information on the dynamics 
of the attitudes and opinions in the context of the relationship with other group members. 
The dynamics of the group may encourage spontaneity due to participants feeling as 
though they are able to express their views. Respondents may also feel "safe" in that 
they do not have to feel obligated to answer every question. Support from group 
cohesiveness may result in group members feeling empowered. 
Disadvantages of the use of focus groups include issues of consent and dissent, 
determining strength of opinion. and making generalizations from the use of focus group 
data. Issues of consensus and dissent may occur if certain members of the group are 
more assertive than others. Their views may dominate the interview, in turn suppressing 
the contributions of the less assertive group members. This is also true for group 
members who are less articulate. If they are not confident enough to assert themselves in 
the conversation then any opposing or alternative views that they have may go unheard. 
This also makes it hard to use focus groups for the purpose of consensus in a study. 
Because of this it is recommended that more than one focus group be conducted to 
increase the reliability of the data. In focus groups the strength of a particular view is 
measured by the number of times that it is expressed or emphasized, verbally and 
nonverbally. This measure of strength may not be valid due to individuals adjusting their 
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viewpoint to concur with the particular viewpoints that are taking place at that time. It 
has been suggested that comparing focus groups will not yield strength of opinion, but 
will result in data that reveals if the same or different views were discussed. The author 
also suggests that the results of a focus group can not be easily generalized to the 
population if nonprobability sampling was used. Another threat to generalizeability is the 
tendency of more articulate participants being willing to take part in a focus group (Sim, 
1998). 
An alternative to focus groups are case studies. Yin (1 994) defines a case study 
as "an empirical inquiry that investigates a contemporary phenomenon in its real life 
context when the bo~ndaries are between phenomena and the context are not clearly 
evident and in which multiple sources of evidence are used" (p. 17). Yin also stated that 
case studies are helpful in answering how and why questions. In the field of social work, 
case studies helped to develop theories in the areas of human behavior, psychotherapy, 
family therapy, and cognitive development (Grinnell, 200 1). Defining features of case 
studies is that they are particular, descriptive, and heuristic. Case studies are particular 
because they focus on specific populations, events, situations, and programs. The focus 
on the final product makes case studies descriptive, and useful in evaluations. Case 
studies are heuristic in that they aim to enhance the readers understanding of the 
phenomena (Merriam, 1 998; McGloin, 2008)). 
The case is the fundamental unit of social work practice. A case can be 
comprised of an individual, couple, family, organization, community, county, state, or 
country. Case studies are particularly useful in the field of social work when the focus is 
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on understanding how therapeutic processes affect client outcomes. Like social work, 
case studies are also involved with units embedded in social, environmental, financial, 
and personal context. Advantages of case studies are that they provide an understanding 
of client experiences, provides insight into the causes of conditions, clarifies confusing 
aspects of participant issues, helps make new connections, and expresses the social and 
historical conditions under which a participant developed. Case studies allow researchers 
to conduct measurements over various times and settings (Grinnell, 2001). 
A disadvantage of case studies is that they contain multiple variables that are 
typically not controllable through statistics or manipulation of variables. Case studies are 
subject to conceptual issues due to the purpose, principals, reason for the questions, and 
concepts and clearly stated and defined. Another disadvantage is the presentation of 
findings. If the findings are not well organized and presented clearly, it may be 
misleading to others (Grinnell, 2001). 
The use of both focus groups and case studies are appropriate data collections 
techniques in the field of mental health. Focus groups and case studies are useful 
approaches in that they both aim to allow the subjective voices of participants to be 
represented in the study. Although focus groups have been done with individuals who 
may be seriously mentally ill, it may be hard to keep them on topic, which affects the 
data that is collected. For both focus groups and case studies, the strength and accuracy 
of the data collected may depend upon the client's level of impairment at the time of data 
collection. Case studies allow the researcher the opportunity to come back at another 
time to do the interview if the participant is unable to complete it, although it may be 
costly and time consuming. Decreased levels of functioning among focus groups 
participants could also affect the data that is collected regarding group dynamics 
(Grinnell, 2001 ; Yin, 1994). After reviewing the strengths and the limitations of the use 
of focus groups and case studies, it is my opinion that it would be more beneficial to this 
study to conduct a case study in lieu of focus groups to collect qualitative data. As part 
of the case study, individual interviews were completed (Yin, 2009). 
Survey and Illustrative Case Study Measures 
This study focuses on identifying which faith-based organizations in Fulton 
County, Georgia, provide mental health support services by type and target population. 
The instrument used in this study is a modified version of the computer assisted 
telephone interview (CATI) survey conducted with 269 southern churches in the study 
titled "Alternative Mental Health Services: The Role of the Black Church in the South," 
by Blank et al. (2002). The survey used in this study measured the number and type of 
mental health services offered at churches. During the development of the survey, a 
pretest of the survey was done to make sure that it was compatible with the CATI system. 
When the pretest took place and who participated in it was not specified, although the 
mean and standard deviation of each scale of the survey was reported. 
The first scale measured the degree to which respondents dealt with various 
mental health problems in their congregation and community. With possible scores 
ranging from zero to six, the total mean for the sample was 2.92, the standard deviation 
was 1.74. The second scale, which measured programs for adults, had possible scores 
that ranged from zero to five, had a sample mean of 2.59 and the standard deviation of 
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1.34. Programs for children were measured by the third scale, which had possible scores 
that ranged from zero to six. The mean for the sample was 1.14, and the standard 
deviation was 1.57. The fourth scale, which possible scores ranged from zero to six, 
measured programs for teenagers. The mean reported for the sample was 1.37 and the 
standard deviation was 1.55. The survey also measured the exchange or referrals 
between the church and formal health and mental health services. The distribution of 
scores ranged from zero to four. The mean for the sample was 1.05, and the standard 
deviation was .89 (Blank et al., 2002). Modifications made to the survey could 
potentially affect the reliability of the instrument. Clergy or lay leaders completed the 
survey, which consists of four parts. 
The survey administered to clergy or lay leaders consist of 36 questions that 
measure the constructs type of services offered and populations served. Three qualitative 
questions solicit data about other faith-based organizations that provide services and 
ways in which mental health systems can be improved. The first part of the survey asks 
for demographic information such as the name of the person completing the survey and 
the name of the organization they represent. The second part of the survey asks the 
participant to identify specific types of mental health support they offer. Participants 
have the opportunity to specify what populations receive the services that they provide, 
and provide information about funding, fees and insurance, processes, policies, and 
procedures, and consumer experiences. The third part of the survey consists of three 
open ended questions about the mental health system. The first ask how they think the 
types of mental health support services provided by faith-based organizations can be 
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expanded to provide services to all populations of mentally ill African-Americans. The 
second question participants have the opportunity to answer is how they think that the 
faith-based community can link their services to formal systems of service delivery to 
form a more comprehensive network of services for African-Americans (Caldwell, 1994). 
One of the purposes of this study is to identify faith-based organizations that provide 
mental health support services; therefore, the third question ask respondents to name any 
other black churches that they are aware of that provide mental health support services. 
One consumer, their family members, and services providers completed 
individual interviews for a case study. The interviews will take place in a location that is 
convenient and comfortable for the participant and last approximately 45 minutes. The 
interviews ask questions about quality of life, satisfaction with services, efficacy of 
services, and perceived cultural relevance of services. Questions for the interview come 
from two other instruments modified to fit the needs of this study. Questions about 
perceived cultural relevance of services, satisfaction with services, quality of life and 
efficacy of services are taken from a study called "Organizational Climate and Treatment 
Outcomes for African-American Clients Receiving Services at Community Mental 
Health Agencies." This study created a qualitative instrument based on the 1996 Mental 
Health Statistics Improvement Program Consumer Survey (MHSIP) (Larrison, 
Schopperlrey, Hadley-Ives, & Ackerson, 2008). A pilot study of the MHSIP task force 
was completed in 1996. Data obtained include information on the reliability and validity 
of the instrument as well as feedback from consumers who completed the questionnaire. 
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The MHSIP task force reported that the instrument has a reliability alpha of .95 (Mental 
Health Statistics Improvement Program Task Force, 1996). 
Modified subjective quality of life measures are also be obtained from Nelson et 
al. (1995) study "Psychiatric Consumer1 Survivors' Quality of Life: Quantitative and 
Qualitative Perspectives." The qualitative data was used in this study to complement 
and clarify the meaning of the quantitative data. Personal empowerment, social support, 
housing, community integrations, and life satisfaction are domains measured by the 
quantitative quality of life instrument. Measures for the instrument in this study were 
taken from three other instruments; they include the Adaptation to Community Living 
Assessment, Social Network Assessment, and the housing Environment Assessment. 
The internal consistency of the each scale was measured using Cronbach's alpha. All of 
the variables in the domains have acceptable reliability, greater than .67, except 
meaningful activities (.61), and basic needs satisfaction (.66). This may have been 
attributed to the scales only containing four items. The quantitative measure in this study 
consisted of one open-ended global quality of life measure, which ask the respondent 
"how would describe your quality of life in the community." For this study open ended 
questions that ask about subjective quality of life domains are used. 
Internal and External Validity 
Nelson et al. (1 995) stated that the assessment of reliability and validity for 
qualitative and quantitative data are different. Reliability and validity of quantitative data 
is dependent on statistical estimates. The validity and reliability of qualitative data is 
concerned with dependability, trustworthiness, and the ability to confirm the data. 
Dependability refers to the extent that the data is consistent and capable of being 
replicated. Trustworthiness refers to the degree to which the data represents the views of 
the participants. Confirmable data is free from the preconceptions of the researcher. The 
authors suggest holding feedback sessions with participants so that they can confirm that 
the data reflects their viewpoints and comparing the findings with other studies to include 
qualitative studies. Codes are confirmable by allowing multiple people to code the data 
to see if they arrive at similar codes. 
Although threats to internal and external validity differ for quantitative and 
qualitative data, threats still exist. External validity refers to the extent that the findings 
of the research can be generalized outside the specific research situation. The external 
validity of the study may be compromised due to the use of a small sample size (Grinnell, 
2001). Because the sample size for the case study is one consumer, family members, and 
service providers it is hard to generalize the results of the study to all consumers of 
mental health support services provided by faith-based organizations. 
Another threat to external validity is researcher bias. This occurs when the 
researcher, without purposeful deceit, manipulates a study so that the actual results agree 
with the anticipated results (Grinnell, 2001). To avoid this, double blind experiments in 
which the researcher or the participants know who the experiment and control group are 
suggested (Yegidis & Weinbach, 2006). Due to the non-experimental nature of this 
study, random and snowball sampling techniques control for researcher bias. The 
researcher is unfamiliar with conditions of the participants, and therefore unable to 
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influence the results of the study. At least two people conduct the qualitative data content 
analysis to make sure that the results are representative of the participants of the study. 
Internal validity can be defined as the ways in which the research design ensures 
that the introduction of the independent variable can be identified as the only origin of 
change in the dependent variable (Yegidis & Weinbach, 2006). Threats to internal 
validity of this study include history and maturation. In the context of internal validity, 
history refers to the any outside event that may affect a dependent variable (Grinnell, 
2001). Satisfaction with services and quality of life may depend upon the use of secular 
agencies as well as faith-based services. 
Maturation can be defined as mental and physical changes in study participants. 
An example of this is study participants who may decide that he or she may no longer 
want to accept prescribe antipsychotic medication. This may not specifically warrant 
readmitting the person back into the hospital, but depending on the type of mental illness 
that they have it may affect the way that they answer interview questions (Grinnell, 
2001). An example of this may be a person who has bipolar disorder. Depending on 
their mental health status the answers to their interview questions may be different. 
Another maturation issue that may arise is a participant who becomes physical13 sick and 
is unable to participate in the study. If the participant is admitted to the hospital for 
treatment, they will be unable to participate in the interview due to being hospitalized. 
Strengths and Limitations 
This section discusses the strengths and limitations of the study. Strengths of the 
study include the use of mixed methods and the various utilizations of the data obtained 
from this study. Data from this study go beyond counting the number of faith-based 
organizations that provide social services. It specifically focuses on the type of mental 
health support services offered and by whom. The use of mixed methods allows 
participants to be able to assign their own value to the services that they consume. 
This study is limited by the exclusive use of black churches only, that are 
members or affiliates of the organization Concerned Black Clergy. White churches 
provide social services to African-Americans; excluding white churches decreases the 
amount of data on services that are available. In addition, literacy issues such as clergy 
members or lay leaders being unable to read or comprehend the questions on the survey 
may affect the responses that are provided by clergy members or lay leaders. Another 
possible limitation is the mental functioning of the consumer who participates in the 
individual interviews. If a consumer is low functioning, it may affect their ability to 
respond appropriately to questions. An additional limit is the use of modified instruments 
to collect data. Because these instruments are modified, the reliability of them may be 
influenced. 
Data Analysis 
Descriptive statistics, such as frequencies, were conducted on all of the 
quantitative variables such as populations served and type of mental health support 
services offered. Qualitative data from the survey was analyzed using content analysis. 
After participant responses are transcribed, they were coded. Coding is the process by 
which key words or phrases are attached to the data (Yegidis & Weinbach, 2006). The 
codes were then transformed into categorical themes. The data were sorted by themes to 
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identify patterns, relationships, and differences. Generalizations were established based 
on previous research and theories (Berg, 2001). 
As suggested by Yegidis and Weinbach (2006), the qualitative case study 
interview data collected for the variables quality of life, satisfaction with services, 
efficacy of services, and perceived cultural relevance of services were audio recorded, 
transcribed, and analyzed. Yin (2009) discusses analytic strategies used to organize case 
study data in preliminary order before analysis. They include relying on theoretical 
propositions, developing a case description, using both qualitative and quantitative data, 
and examining rival explanations. This study relies on theoretical propositions that led to 
the case study, which are reflected by the literature review, theoretical framework, and 
research questions. These propositions shape, focus, and guide data collection and 
analysis (Yin, 2009). 
Creswell(2007) and Yin (2009) suggest the use of six sources of case study 
evidence to capture events and behaviors that support case studies. Using multiple 
sources of evidence helps to corroborate and refute findings in case studies. The six 
major sources of evidence include documents, archival records, interviews, direct 
observations, participant-observations, and physical artifacts. Case study evidenced used 
in this study include documentation, archival records, and interviews. Documentation 
such as agency and organization case records verifies and provides additional information 
about the consumer. In addition, documentation can uncover new topics that need to be 
discussed. Archival records such as state, county, agency, and organization records and 
reports provide the context under which mental health support services are provided to 
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the consumer in the case study. In-depth interviews allow study participants to provide 
facts of matter as well as opinions about events that are pertinent to the study. 
Participants are also able to suggest other sources of evidence during interviews (Yin, 
2009; Creswell, 2007). 
Yin (2009) discusses five specific techniques for analyzing case study data. They 
include pattern matching, explanation building, time-series analysis, logic models, and 
cross-case synthesis. Data in this study were analyzed using cross-case synthesis, which 
rely on interpretive cross-case patterns. This analysis technique treats each individual 
case as a separate study. Yin (2009) suggests the use of word tables that display data 
from individual cases according to a uniform framework. Word tables for this study are 
organized according to the interview guide, which consist of research questions and 
interview questions. After the audiotaped interviews are transcribed, word tables that 
consist of themes were created. From this, the data will be probed for similarities and 
differences to form overall generalizations and conclusion for each research question 
(Yin, 2009; Creswell, 2007). 
Summary 
Chapter three discusses the methodology used to accomplish the goals of this 
study. The use of mixed methods to study worldly phenomena is traced back to western 
philosophy. It is currently a widely used research method because it allows the use of 
multiple data collection strategies, methods of research, and philosophies (Johnson et al., 
2007). Mixed methods research is appropriate for this study due to the research needed 
in the study of faith-based organizations and mental health (Fischer & Stelter, 2006; 
Groleau et al., 2007). 
This exploratory, cross sectional mixed methods study, takes place in Fulton 
County, Georgia. Through the use of non-probability purposive sampling approximately 
200 (N = 200) clergy members or lay leaders of faith-based organizations, who are 
members or affiliates of the organization Concerned Black Clergy of Metropolitan 
Atlanta, hc . ,  completed mailed surveys, telephone interviews, or surveys at a regularly 
scheduled CBC meetings. The purpose of the survey and interview is to collect data 
about the type of mental health support services they offer and to what populations. 
These participants completed a primarily quantitative survey created by the researcher. 
This survey consists of three open-ended qualitative questions that pertain to the system 
of service delivery (Caldwell, 1994). 
Nonprobability snowball sampling was used to identify a consumer, family 
members, and service providers. This sample consisted of one (N = 1) consumer, family 
members, and service providers that participated in individual interviews that solicit 
information about quality of life, satisfaction with services, efficacy of services, and 
perceived cultural relevance of services. The qualitative interview is composed of open- 
ended questions that are taken from various other instruments (Nelson et al., 1995; 
Mason et. al., 2004). Descriptive statistics were done on the quantitative data. The 
qualitative data were coded and analyzed to detect themes that emerged during the 
individual interviews for the case study (Yegidis & Weinbach, 2006). 
CHAPTER IV 
ANALYSIS AND FINDINGS 
The purpose of this study is to add to the body of literature on access to and 
utilization of faith-based mental health services in the urban black community. In 
addition, this study helps to inform issues related to the relevance and implementation of 
Charitable Choice in the black church. This study aims to identifl faith-based 
organizations that provide mental health support services by type and by populations 
served, and estimate the degree to which these services are meeting the mental health 
needs of African-American consumers and their families that live in Fulton County, 
Georgia. This study explores the subjective experiences of mental health consumers, 
their families, and service providers in terms of quality of life, satisfaction with services, 
efficacy, and perceived cultural relevance of the services provided. 
Chapter four begins with a review of the methodology and procedures used to 
conduct the study. Survey and Geographic Information Systems (GIs) map data, such as 
descriptive statistics, along with case study data, are presented and analyzed. Archival 
records such as state, county, and public and private agency and organization records are 
discussed to provide the context for service provision in the consumers' environment. 
Word tables from the cross-case synthesis of the individual interviews completed for the 
case study are presented, and an analysis of all the various sources of data collected for 
the case study is discussed. Survey, GIS map, and case study data are combined to 
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provide a holistic analysis of mental health service delivery in Fulton County. Chapter 
four concludes with a summary of findings as they pertain to the study hypothesis and 
research questions. 
Review of Methodology and Procedures 
This study uses a triangulated mixed methods research design to answer 
hypothesis and research questions. Clergy members or lay leaders were mailed letters 
explaining the purpose of the study (see Appendix A), an informed consent letter (see 
Appendix B), and a survey (see Appendix C) to complete. Enclosed with the survey 
were self-addressed envelopes with which to return the survey via the United States 
postal service. After two weeks, the researcher or a research assistant called the 
respondents who did not mail the survey back and asked them to complete the survey 
during a phone interview at that time. The survey was distributed by the researcher at 
two regularly scheduled Concerned Black Clergy (CBC) meetings. Due to the low 
response rate, the researcher subsequently distributed and collected surveys from clergy 
and lay leaders at Caver Bible College and Interdenominational Theological Center in 
Atlanta, Georgia. 
For the illustrative case study, clergy and lay leaders identified typical African- 
American adult consumers, age 18 or older, family members, and service providers to 
complete interviews through non-probability snowball sampling. Clergy or lay leaders 
instructed consumers to contact the researcher, via the contact information listed in a 
flyer, if they would like to participate in the study. This sample consisted of one (N = 1) 
consumer utilizing mental health support services offered by a faith-based organization. 
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The consumer identified family members and service providers to complete interviews 
for the case study. The researcher asked the consumer to sign release of information 
forms for every service provider contacted for the study. The researcher sought 
permission to review the consumer's case file from the agency or organization. 
The consumer, family members, and services providers completed individual 
interviews for the case study, audio taped by the researcher. Participants selected a 
location to complete the interview that was comfortable to them such as their home, 
office, or a restaurant. Before the interview began, the researcher explained the purpose 
of the interview and reviewed the informed consent and release of information forms 
with the participants. After the participants signed the informed consent and release of 
information forms, verbalized an understanding of the project, and were given the 
opportunity to ask questions the interview began. Participants were given a copy of the 
consent form to take home. 
Fulton County Mental Health Program 
This case study takes place in Fulton County, Georgia. Consequently, it is 
imperative to understand how the Fulton County Department of Mental Health, 
Developmental Disabilities, and Addictive Diseases functions. As previously discussed, 
Fulton County is a part of the Georgia Division of Mental Health, Developmental 
Disabilities, and Addictive Diseases (MHDDAD) region three, along with nine other 
counties, including Dekalb, Clayton, Gwinnett, Rockdale, Henry, Fayette, Cherokee, 
Cobb, and Douglas County (R. Turner, personal communication, December 20,2008). 
The Fulton County Mental Health Program was established approximately 30 
years ago and provides community-based mental health services for children, 
adolescents, adults, and senior citizens. According to the program goal statement, the 
focus of the mental health program is recovery and resiliency. Mental health services 
offered include, but are not limited to, psychiatric assessments, day services, peer 
support, psychosocial rehabilitation (PSR), individual, group, and family therapy. Mental 
health services are also offered through the jail diversion and community support 
individual (CSI) programs. Cognitive Behavioral Therapy (CBT) is the primary model 
used in group therapy settings (Fulton County Department of Mental Health, 
Developmental Disabilities, and Addictive Diseases, 2007). 
Fulton County Mental Health Program Goals and Objectives 
The mission of the Fulton County Department of Mental Health, Developmental 
Disabilities, and Addictive Diseases is to provide high-quality and culturally competent 
behavioral health care services to the most in need citizens of Fulton County. The Fulton 
County mental health program has established goals and objectives. The goals are to: 
providing a diagnostic assessment by a licensed Georgia practitioner to determine hislher 
DSM-IV diagnostic category, to each patient providing individual, group and/or family 
therapy as clinically indicated to treat and alleviate any active psychiatric symptoms 
andlor abnormal behaviors, thereby maintaining them within their community setting. 
Each participant actively enrolled in Psychosocial Rehabilitation Program (PSR) will be 
maintained in a clinical safety net to deter and extinguish any and all active symptoms 
and behaviors, as well as to reintegrate them into the community. 
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To be eligible for services each individual in PSR must have primary behavioral 
health issues (including those with a co-occurring substance abuse disorder or MRfDD) 
and present little or no risk of danger to themselves or others. Patients must also exhibit 
one or more of the following: individual is not functional in essential life skills such as 
daily living, social skills, vocational/academic skills and/or community/family 
integration; or the individual needs frequent assistance to obtain and use community 
resources is a goal of the Fulton County mental health program. Another goal is that 
each individual in CSI must meet target population criteria as indicated above; and one or 
more of the following: individual may need assistance with developing, maintaining or 
enhancing social supports or other community coping skills; or individual may need 
assistance with daily living skills including coordination to gain access to necessary 
rehabilitative and medical services. The objectives of the Fulton County Mental Health 
Program include maintaining a combined active census of at least 2,000 patients per 
month, with at least 50% of patients participating in groups or CSI. The PSR program 
aims to maintain an enrollment of at least 55 patients per month, with an average daily 
census of 38 (Fulton County Department of Mental Health, Developmental Disabilities, 
and Addictive Diseases, 2007). 
Description of Services 
The Fulton County Department of Mental Health, Developmental Disabilities, 
and Addictive Diseases provides mental health services at four mental health centers 
located throughout the County, which include the South Central Mental Health Center, 
South Fulton Mental Health Center, Northside Mental Health Center, and the West 
Mental Health Center (Fulton County Department of Mental Health, Developmental 
Disabilities, and Addictive Diseases, 2007). Any resident of Fulton County, Georgia is 
eligible to receive services from the Fulton County Department of Mental Health, 
Developmental Disabilities, and Addictive Diseases, including the insured and uninsured 
(Fulton County Department of Mental Health, DeveIopmental DisabiIities, and Addictive 
Diseases, 2009). Medicaid, Medicare, and private insurance are accepted. Fulton County 
residents can access these mental health services by calling the Georgia Crisis and Access 
Line (Georgia Department of Human Resources, 2006). By using the 24-hour statewide 
access number residents can speak to a counselor trained to help them access services or 
give them a referral to the appropriate agency. Georgia residents can also view a list of 
providers and services at www.mygca1.com. Potential consumers also have the option of 
going directly to any Fulton County mental health center to receive services (Georgia 
Department of Human Resources, 2006). 
If a potential consumer is in need of immediate crisis service, requiring services 
that are beyond the scope of Fulton County's mental health program, they are given a 
referral to the appropriate agency (R. Turner, personal communication, December 20, 
2008). If Fulton County's mental health program is able to meet the needs of the 
potential consumer, they are given an intake appointment at a mental health center that is 
located near them. During this appointment, a needs assessment is completed. From the 
needs assessment, mental health practitioners create an individualized treatment plan 
designed to enable the consumer to achieve and sustain independence and stability. 
Consumers are then provided services and placed into programs that allow them to 
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accomplish the goals established in their treatment plan. When the consumer has reached 
all of their goals, services are terminated. Figure 4 depicts the flow of service in the 
Fulton County Department of Mental Health, Developmental Disabilities and Addictive 
Diseases, mental health program (R. Turner, personal communication, December 20, 
2008). 
Funding 
The state of Georgia and the Fulton County Board of Commissioners provide 
funding for the Fulton County Department of Mental Health, Developmental Disabilities 
and Addictive Diseases with the majority of hnding coming from the Fulton County 
Board of Commissioners (Fulton County Department of Mental Health, Developmental 
Disabilities, and Addictive Diseases, 2007). In 2007, the state of Georgia provided 
$1,647,936 to Fulton County Department of Mental Health, Developmental Disabilities 
and Addictive Diseases, and the Fulton County Board of Commissioners provided 
$12,992,064 (Fulton County Department of Mental Health, Developmental Disabilities, 
and Addictive Diseases, 2007). The department then disperses the funding within their 
three different program areas: substance abuse, mental health, and developmental 
disabilities. In 2007, the department allocated $6,28 1,536 to the developmental 
disabilities program, $6,272,515 to the mental health program, and $3,835,948 to the 
substance abuse program. Of the money allotted for the mental health program the 
Fulton County Board of Commissioners contracts with Northside Mental Health Center 
for $365,000.00 per year to offer mental health services (Fulton County Department of 
Mental Health, Developmental Disabilities, and Addictive Diseases, 2007). 
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Figure 4. Fulton County Mental Health Program Services Program Process 
Evaluation 
The latest mental health program needs assessment, completed in 2006, stated 
that of the 1 1,38 1 individuals in need of mental health treatment from the public sector, 
only 6,543 received services at one of Fulton County's three mental health centers and 
Northside Mental Health Center. This means that 4,838 individuals in need of mental 
health treatment from the public sector did not receive services. Of the 6,835 individuals 
served in Fulton County's mental health program in 2007,2,583 were Caucasian and 
3,960 were African-American. Of the individuals who received services 2,787 were 
female and 4,408 were male. The types of mental illness that they experienced were not 
reported. Specifically what type of action is taken from the mental health program needs 
assessment was not indicated in the report (Fulton County Department of Mental Health, 
Developmental Disabilities, and Addictive Diseases, 2007). 
The Fulton County adult mental health program has its own performance 
indicators based on the goals and objectives of the programs that they provide, which is 
connected to the program budget (G. McCullough, personal communication, March 1 1, 
2009). Input indicators include salary and operational money provided by the state and 
county, and fees collected. Output indicators tracked include the number of diagnostic 
assessments, client contacts, psychiatric assessments, and nursing assessments/health 
screenings completed. Other output indicators include the number of consumers enrolled 
in the psychosocial rehabilitation program, peer support program, CSI services, and in 
individual, group, and family therapy. Consumer satisfactions scores, improvements in 
Level of Care Utilization System (LOCUS) scores, and an external audit score of at least 
90% are benchmark outcome indicators of the Fulton County mental health program. 
Efficiency measures are based on individual consumer's level of diagnosis, level of 
distress, and treatment modality. Service quality, which measures consumer satisfaction, 
is assessed through the Customer Satisfaction Questionnaire (CSQ) and external audit 
scores completed by APS (formerly American Psychiatric Services) (G. McCullough, 
personal communication, March 1 1,2009). 
The number of consumers, diagnosis, age, and race of the consumers that 
participated in any of the outcome measures was not listed in the report or made available 
through personal communication with representatives of the Fulton County Mental 
Health Program (G. McCullough, personal communication, March 1 1,2009). Consumer 
satisfaction scores were obtained by administering the Consumer Satisfaction 
Questionnaire (CSQ), which has a score that ranges from zero to four, with zero 
representing dissatisfied and four representing satisfied. Service quality measures 
include reliability, accuracy, courtesy, competence, responsiveness, and completeness. 
The number of consumers participating in the questionnaire and if the scores are 
averaged or aggregate was not specified. The consumer satisfaction survey score for 
2007 was 3.8; in 2008, the score was 3.4. The 2009 CSQ score is projected to be 3.7(G. 
McCullough, personal communication, March 1 1,2009). 
In 2007 and 2008, 50% of the clients enrolled in services showed a ten point or 
more improvement based on their overall Level of Care Utilization System (LOCUS) 
scores (G. McCullough, personal communication, March 11,2009). The 2009 LOCUS 
score is projected to be 50%. LOCUS scores are based on the consumer's diagnosis, 
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level of distress, and treatment modality. The number of consumers participating in the 
questionnaire and if the scores are averaged or aggregate was not specified. The third 
outcome indicator is to maintain an audit score of 90%. Fulton County's mental health 
program scored 87% on their audit in 2007 and 84% on their audit in 2008. Fulton 
County projects that they will receive an audit score of 90% in 2009 (G. McCullough, 
personal communication, March 1 1,2009). 
The Georgia Health Equity Initiative is an effort by the state of Georgia's Office 
of Health Improvement and the Minority Health Advisory Council to reduce raciallethnic 
inequalities in health care throughout the state (Georgia Office of Health Improvement & 
Minority Health Advisory Council, 2008). This initiative consists of three phases that 
include releasing the "Health Disparities Report 2008: A County-Level Look at Health 
Outcomes for Minorities in Georgia," a statewide series of town hall meetings to discuss 
the report and get feedback, and the Georgia Health Equity Grant Program. The goal of 
the "report card" style document is to identify inequalities in health care and outcomes in 
order to achieve health equity for the residents of Georgia. This report on inequality and 
outcomes is an analysis of how the health care system in Georgia is meeting the needs of 
residents. Categories and subcategories related to mental health services in Fulton 
County are discussed (Georgia Office of Health Improvement & Minority Health 
Advisory Council, 2008). 
The report, "Health Disparities Report 2008: A County-Level Look at Health 
Outcomes for Minorities in Georgia," assigns grades, that range from A to F, to health 
status categories for each county in the state of Georgia (Georgia Office of Health 
Improvement & Minority Health Advisory Council, 2008). Individual grades were 
assigned for the outcomes and equality of each health status category. An example of an 
outcome would be death rates or poverty rates. Equality grades were assigned based on a 
black-to-white ratio for the health status category. The grade A on a health status 
category means that there are excellent outcomes with a good to excellent level of 
equality. A grade of C+ indicates below average functioning with some racial 
inequalities. The grade F indicates extremely poor outcomes and/ or extremely severe 
racial equality. The grades were then combined to form a consolidated grade based on 
another scale that ranged fi-om AA to FF. The grade AA indicating excellent black 
performance or outcome combined with a high level of equality. A grade of FF indicates 
extremely poor black performance or outcome made worse by very severe racial 
inequality (Georgia Office of Health Improvement & Minority Health Advisory Council, 
2008). 
For the health status category of social and economic indicators, for the 
subcategory of poverty, which measures the percent of families living below federal 
poverty lines, the outcome grade for African-Americans was a B and the equality grade 
was an F (Georgia Office of Health Improvement & Minority Health Advisory Council, 
2008). For the subcategory of employment, which measures the percent of civilian adults 
unemployed, the African-American outcome score was F and the equality grade was a B. 
The subcategory of education measures the percent of adults over the age of 25 with less 
than a ninth grade education. African-Americans received an outcome grade of A, and an 
equality grade of B. The outcome and equality grades were combined to form a final 
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combined grade for social and economic status of C. This grade indicates that in Fulton 
County the health status category for minorities exhibits below average outcomes with 
moderately high racial inequality, or above-average outcomes but severe racial 
inequality. Specifically which explanation for Fulton County receiving the grade of C 
listed above was not stated in the report. Yet, each definition reflects moderate to severe 
racial inequality (Georgia Office of Health Improvement & Minority Health Advisory 
Council, 2008). 
The category of mental health care access was measured with the mental health 
professional shortage area (HPSA) status taken into account, as determined by the Health 
Resources and Services Administration, and the amount of mental health emergency 
department visits (Georgia Office of Health Improvement & Minority Health Advisory 
Council, 2008). For the subcategory of mental health services shortage area, Futon 
County received the grade of C. The outcome grade for mental health emergency 
department visits was a B. The combined grade for the mental health access category 
was a C, indicating a below average outcome with moderately high racial inequality, or 
above-average outcome but with severe racial inequality. Again, which explanation for 
Fulton County receiving the grade of C listed above was not stated in the report (Georgia 
Office of Health Improvement & Minority Health Advisory Council, 2008). 
The category illness event was measured by the number of hospital admissions 
and emergency department visits (Georgia Office of Health Improvement & Minority 
Health Advisory Council, 2008). Fulton County received an outcome grade of B and an 
equality grade of F in the subcategory of all emergency department visits. In the 
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sensitive ambulatory care category, which measures emergency department visits that are 
preventable through primary care, the grade of C was assigned for outcome and F for 
equity. The subcategory emergency department visits for mental health concerns 
received a grade of B for outcome and D for equality. The category illness events 
received a final combined grade of D, which indicates poor outcomes made worse by 
extremely severe racial inequality (Georgia Office of Health Improvement & Minority 
Health Advisory Council, 2008). 
The Fulton County department of mental health offers a wide array of services to 
its residents. They have established goals and objectives that are intended to improve the 
outcomes of the clients that they serve. According to performance indicators established 
by Fulton County, the mental health program is functioning adequately. State reports 
about health status indicators, completed for every county in Georgia, indicated that 
Fulton County has not done an adequate job of reducing raciallethnic inequalities in 
health care throughout the state. The next section of this chapter discusses a quantitative 
survey completed by clergy and lay leaders in Fulton County, Georgia, in regards to the 
mental health support services that they provide. 
Survey 
The purpose of the cross-sectional survey completed by clergy and lay leaders 
was to identify which faith-based organizations provide mental health support services in 
Fulton County, Georgia by type of services offered and target populations served. This 
survey is designed to determine if there is a relationship between the types of mental 
health support services offered and the target populations served. Section I of the survey 
solicited demographic information about the organizations. Types of mental health 
support services offered, populations served, funding, processes, policies, procedures, 
and consumer experiences are the focus of section 11. Participants were given the 
opportunity to answer open-ended questions regarding how the mental health system 
functions in section 111. Of the 1 12 surveys collected, 100 were completed and used for 
the purposes of this study. 
The information collected in section I of the survey regarding the denomination of 
the faith-based organizations revealed that 90% of the respondents are Christian 
affiliated, 8% did not respond, 1 % Islamic, and 1 % reported that they were African 
Nationalist (Table 1). The majority of the respondents, 52%, identified their 
denomination as Baptist. 
Table 1 
Denomination of Participating Organizations 





Seventh Day Adventist 
Nondenominational 
African Methodist Episcopal 
Pentecostal 
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Table 1 (continued) 
Denomination N Percent 
United Methodist 
Church of God in Christ 
African Methodist Episcopal Zion 
Nazarene 
Presbyterian 
Evangelic Free Church of America 
Episcopal 




Table 2 represents the 60 faith-based organizations reporting the number of staff 
providing mental health support services at their faith-based organizations; 55% of the 
respondents reported that one to ten people provided mental health support services on 
site, while 5% reported that 12 to 30 people provide mental heath support services. 
Respondents were able to select all of the types of staff that provide mental health 
support services. Clergy and associate clergy are included in the category administrative 
staff, while line staff consists of lay leaders. 
Table 2 
Number of Staff Providing Mental Health Support Services at Each Faith-Based 
Organization 
















Contract staff are internal and external individuals that have formal agreements 
with faith-based organizations and are paid to provide mental health support services. 
Volunteers and interns are individuals that may have formal agreements to provide 
mental health support services, but are not paid. Table 3 illustrates that 51 of the 
respondents indicated that administrative staff are involved in the provision of mental 
health support services. Other staff members involved include line staff (20), contract 
staff (7), volunteers1 interns (33), and other types of staff (8). 
Table 3 
Types of Staff Providing Mental Health Support Services 







Clergy and lay leaders had the opportunity to identify the educational level(s) of 
the person(s) providing mental health support services. Table 4 shows that 22 of the 
respondents reported that providers had a high school diploma or general education 
diploma (GED). Twenty had some college or technical school, 20 an associates degree, 
29 a bachelors degree, 33 a master's degree, 21 a doctoral degree, and 3 had "other" 
types of education. Only 26% of the respondents reported the total number of consumers 
and families receiving mental health support services annually from their faith-based 
organizations. 
Table 4 
Educational Level of Service Providers 
Educational Level N Percent 
High School DiplomdGED 







Table 5 illustrates that 24% of the faith-based organizations stated that between 
50 to 500 consumers and families receive mental health support services, while 2% 
indicated that 500 to1000 consumers and families receive services yearly. 
Table 5 
Number oj'Consumers Served Yearly 
Number of Consumers Served Yearly N Percent 
Missing Data 
50 - 500 
501 - 1,000 
Total 
Clergy and lay leaders were also asked to identify the race/ ethnicity of the 
consumers they serves. Ninety-four of the respondents in Table 6 stated that they 
provided mental health support services to African-Americans and 9 reported providing 
services to Hispanics/Latinos. Other raceslethnicities included 20 Caucasians, 5 Asian, 
and 8 biracial/multiracial. No provider reported providing services to American Indian/ 
Alaskan Native and Native Hawaiian/ Pacific Islander. 
Table 6 
Race/Ethnicity of Consumers Served 





American IndianIAlaskan Native 
Asian 
Native HawaiiadPacific Islander 
Multiracial 
Total 
Table 7 depicts the gender of the consumers served by faith-based organizations. 
The data takes into account faith-based organizations that may have gender specific 
programs. Eighty-five of the faith-based organizations reported that they assisted female 
consumers, while 91 reported providing mental health support services to males. Eighty- 
four of the faith-based organizations reported assisting males and females. 
Table 7 
Gender-SpeciJic Mental Health Services 
Gender-Specific Mental Health Services for: N Percent 
Females 
Males 
Both Males and Females 
Total 
Section I1 of the survey is designed to determine if there is a relationship between 
the types of mental health support services offered by faith-based organizations and the 
populations served. Respondents identified the major categories of service and the 
specific corresponding subcategories provided by their organizations. Cross tabulations 
were then completed between these two data sets. Only data for the respondents who 
reported "Yes" to a population served and a type of service offered are reported. Of the 
100 respondents, 73% indicated that they provided mental health support services to 
African-American individuals and families. Seventy-one percent of the clergy and lay 
leaders reported providing mental health support services specifically to individuals who 
experience "stressful episodes." Seventeen percent reported providing services to 
seriously mentally ill individuals and their families. A "stressful episode," is 
characterized as an individual who functions at a sufficient level normally, but at some 
point experiences a major life crisis that causes psychological stress (Neighbors, 1991, 
Bryan et al., 2005). 
Table 8 illustrates 68% of the faith-based organizations reported providing 
pastoral care to individuals and families experiencing stressful episodes, while 62% 
reported providing pastoral counseling. Referrals from public and private mental health 
agencies and organizations are received fiom 9% of the faith-based organizations, in 
contrast to 60% of the faith-based organizations that provide referrals to public and 
private mental health agencies and organizations. Assessments of client needs are 
completed by 16% of the respondents, and case plans are completed by 1 1 % of the faith- 
based organizations. 
Client and family education such as information sessions, classes, and workshops 
are provided by 33% of the faith-based organizations that provide mental health support 
services to individuals and families that experience stressful episodes. Fifty-one percent 
of the faith-based organizations provide community support services, with 47% 
responding that they help individuals who are suffering from a stressful episode locate 
and utilize available resources. Day and employment services are provided by 7% of the 
faith-based organizations, and residential support services are provided by 6% of the 
respondents. Outpatient and inpatient mental health support services are provided by 8% 
and 7% of the faith-based organizations, respectively. Counseling is provided by 7% of 
the faith-based organizations that provide inpatient and outpatient mental health support 
services. 
The category of follow-up services includes the subcategories of phone calls, 
visits, and referrals. Fifty-one percent of the faith-based organizations reported that they 
provide these follow-up services. 
Table 8 
Cross Tabulation Data for Populations Experiencing Stressful Episodes and Serious 
Mental Illness (SMI) and Types of Mental Health Support Services Provided by Faith- 
Based Organizations 
Stressful 






Complete Case Plans 





Community Support Services 
Daily Living Skills 
Locating and Utilizing Available Resources 
Other 
Day and Employment Services 
Day Treatment 
Table 8 (continued) 
Stressful 
Types of Mental Health Support Services Episode (%) SMI (%) 
Social Skills 
Leisure Skills 
Work Related Skills 
Daily Living Skills 
Other 














Comprehensive Assessment of Needs 
Table 8 (continued) 
Stressful 
Types of Mental Health Support Services Episode (96) SMI (%) 
Medication 












Of the 5 1% of the respondent who provide follow-up services, 38% provide 
phone calls, 17% visits, and 47% referrals. The majority of the faith-based organizations, 
56%, provide other forms of support. They include financial support 38%, food 54%, 
and clothing 5 1 %. 
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The other population addressed in this study is serious mental illness (SMI). The 
Diagnostic and Statistical Manual-I11 and IV (DSM-111, 1980; and DSM- IV, 1994) 
defines serious mental illness (SMI) as: 
A clinically significant behavioral or psychological syndrome or pattern that 
occurs in an individual and that is associated with present distress (e.g., a painful 
symptom) or disability (i.e., impairment in one or more important areas of 
functioning) or with a significantly increased risk of suffering death, pain, 
disability, or an important loss of freedom. In addition, this syndrome or pattern 
must not be merely an expectable and culturally sanctioned response to a 
particular event, for example, the death of a loved one. Whatever its original 
causes, it must currently be considered a manifestation of a behavioral, 
psychological, or biological dysfunction in the individual. Neither deviant 
behavior (e.g., political, religious, or sexual) nor conflicts that are primarily 
between the individual and society are mental disorders unless the deviance or 
conflict is a symptom of a dysfunction in the individual, as described above. 
(p. xxii) 
Seventeen percent of the faith-based organizations reported providing pastoral 
care to individuals and families that experience SMI, while 16% reported providing 
pastoral counseling. Referrals from public and private mental health agencies and 
organizations are received from 4% of the respondents, in contrast to 15% of the faith- 
based organizations that provide referrals to public and private mental health agencies 
and organizations. Assessments of client needs are completed by 9% of the respondents, 
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and case plans are completed by 6% of the faith-based organizations that provide mental 
health support services to seriously mentally ill individuals. 
Client and family education such as information sessions, classes, and workshops 
are provided by 10% of the faith-based organizations that provide mental health support 
services to individuals and families that experience SMI. Fourteen percent of the faith- 
based organizations provide community support services, with 13% responding that they 
help individuals who are suffering from SMI locate and utilize available resources. Day 
and employment services are provided by 4% of the faith-based organizations, and 
residential support services are provided by 2% of the respondents. Outpatient and 
inpatient mental health support services are provided by 4% and 3% of the faith-based 
organizations, respectively. For both categories 3% of the faith-based organizations 
responded favorably to the subcategory of counseling. 
The category of follow- up services includes the subcategories of phone calls, 
visits, and referrals. Fourteen percent of the faith-based organizations reported that they 
provide follow-up services, such phone calls, visits, and referrals for SMI. Of the 14% of 
the respondent who provide follow up services, 12% provide phone calls, 8% visits, and 
13% referrals. Only 15% of the faith-based organizations reported providing other forms 
of support. They include financial support lo%, food 15% and clothing 15%. 
Tables 9 and 10 represent chi-square analysis completed of the cross tabulated 
data previously presented. Chi-square analysis is used to test if there is a statistically 
significant relationship between two variables (Grinnell, 2001). 
Table 9 
Chi-Square Data for Populations Experiencing Stressful Episodes and Types of Mental 
Health Support Services Provided by Faith-Based Organizations 
Stressful Episode (N = 71) 
A ~ Y ~ P  




Client and Family Education 
Community Support Services 









Chi-Square Data for Populations Experiencing Serious Mental Illness and Types of' 
Mental Health Support Services Provided by Faith-Based Organizations 
Serious Mental Illness (N = 17) 
A ~ Y ~ P  
Types of Mental Health Support Services Value df Sig. 2 Sided 
Provide Referrals 
Complete Assessments 
Complete Case Plans 
Client and Family Education 
Workshops 
Community Support Services 
Locating and Utilizing Available Resources 
Day and Employment Services 
Social Skills 




Comprehensive Assessment of Needs 
Follow-up Services 
Phone Calls 
Table 10 (continued) 
- - - -  
Serious Mental Illness (N = 17) 
A ~ Y ~ P  
Types of Mental Health Support Services Value df Sig. 2 Sided 
Visits 7.495 1 .006 
Referrals 
Other Forms of Support 
Food 
Clothing 5.596 1 .018 
- 
Chi-square analysis was completed between faith-based organizations that 
reported they provide services to populations that experience stressful episodes and the 
types of services offered. The same analysis was completed between faith-based 
organizations that reported they provided services to populations experiencing serious 
mental illness and the types of services offered. Statistically significant relationships 
exists between both populations and the major category of follow-up services, and the 
subcategories of locating and utilizing available resources, phone calls, referrals, food, 
and clothing. 
Table 1 1 illustrates data from the survey in regards to funding, fees and insurance 
and documented processes, policies, and procedures. Six of the faith-based organizations 
in the sample population receive funding or charge a fee for the mental health support 
services that they offer. None of the faith-based organizations accepts Medicaid or 
Medicare, and one reported accepting private health insurance for mental health services 
they provide. 
Table 11 
Frequency Data for Funding, Fees and Insurance, and Documented Processes, Policies 
and Procedures 
Funding, Fees, and Documentation N 
Receive Federal Funding 
Receive State Funding 
Charge A Fee for Services 
Accept Medicaid or Medicare 
Accept Private Health Insurance 
Documented Intake Process 
Documented Policies 
Documented Procedures 
Documented Termination Process 
System for Assessing and Documenting 
Client Outcomes 
Documented intake processes were reported by 1 I faith-based organizations, with 
10 faith-based organizations reporting documented policies and 16 reporting documented 
procedures for providing mental health support services. Twelve have documented 
termination processes, and 10 have a system for assessing and documenting client 
outcomes. 
Section I1 of the survey asks clergy and lay leaders about their perception of 
consumers' experiences. Table 12 illustrates clergy and lay leader's response to their 
perception of consumer's experiences in terms of quality of life, satisfaction with 
services, perceived cultural relevance, and efficacy of services. Clergy and lay leaders 
were given the opportunity to respond to a question that ask if they think consumers are 
satisfied with the mental health support services provided by faith-based organizations? 
Seventy clergy and lay leaders responded yes, and 30 responded no. The survey 
completed by clergy and lay leaders also asks, "do the mental health support services 
provided by faith-based organizations improve quality of life?" The results, illustrated in 
Table 12, indicate that 75 clergy responded yes and 25 responded no. 
Seventy-three clergy and lay leaders reported that they think mental health 
support services provided by faith-based organizations are effective, compared to 27 that 
disagreed. The quantitative survey completed by clergy and lay leaders showed that 76 
responded "Yes" when asked if they think that mental health support services provided 
by faith-based organizations are more culturally relevant that secular services. The other 
24 clergy and lay leaders did not think that mental health support services provided by 
faith-based organizations are more culturally relevant that secular services. Seventy-five 
of the respondents stated that they think that mental health support services provided by 
faith-based organizations increase access to and utilization of mental health support 
services, 25 disagreed. 
Table 12 
Frequency Data for Perception of Mental Health Support Services Provided by Faith- 
Based Organizations 
"YES" Responses to Questions 
Perception of Mental Health System 
Do you think that consumers are satisfied with mental health 70 
support services provided by faith-based organizations? 
Do you think mental health support services provided by faith-based 75 
organizations improve quality of life? 
Do you think mental health support services provided by faith-based 73 
organizations are effective? 
Do you think that mental health support services provided by faith- 76 
based organizations are more culturally relevant than secular 
services? 
Do you think mental health support services provided by faith-based 75 
organizations increase access to and utilization of mental health 
support services? 
Section I11 of the survey asked clergy and lay leaders if they think the types of 
mental health support services provided by faith-based organizations can be expanded to 
provide services to all populations of mentally ill African-Americans. They were then 
asked to briefly describe how the expansion of services can be achieved. Eighty-two 
percent of the clergy and lay leaders responded favorably to this question, while 17% 
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responded "No." Clergy and lay leaders suggested increasing faith-based mental health 
support services in the following ways: intensifying overall efforts, not limiting the 
services they provide now, educating the community about resources and funding, 
advertising, eliminating stigma, and by educating clergy and lay leaders about the laws, 
rules, and policies for providing these services. One respondent who answered no to the 
question about expanding services stated, "Black people do not use these services." 
Another question in section I11 of the survey asks clergy and lay leaders if they 
think that the faith-based community can link their services to formal systems of service 
delivery to form a more comprehensive network of services for African-Americans. 
Eight- nine percent of the clergy and lay leaders responded, "Yes," and 1 1 % responded 
"No." When asked to describe how such a network might be established, clergy and lay 
leaders suggested building partnerships, collaborations, clustering across denominations, 
and sharing resources and training opportunities. One faith-based organization that 
responded no to the question stated, "Once you are linked to formal services you are 
governed by them, if they give you money you have to follow their rules." 
From the data collected and analyzed, it appears that the majority of the mental 
health support services provided by faith-based organizations are focused on individuals 
experiencing stressful episodes, not serious mental illness. Statistically significant 
relationships exist between populations served and types of mental health support 
services offered. The majority of the clergy and lay leaders in this sample think that 
consumers are satisfied with mental health support services offered by faith-based 
organizations, think they improve quality of life, are effective, are more culturally 
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relevant than secular mental health support services, and increase access to and utilization 
of mental health support services offered by faith-based organizations. The majority of 
the faith-based organizations reported that they do not accept funding, fees, and insurance 
for providing mental health support services. There was minimal documentation 
available regarding the process, policies, and procedures, such as intake, assessment, 
treatment, and termination that are used by faith-based organizations to provide mental 
heath support services. Clergy and lay leaders reported that they think that the services 
that are provided by faith-based organizations could be expanded to all populations of 
mentally ill individuals and that these services can be linked to formal systems of service 
provision. 
Geographical Information Systems (GIs) Map 
A Geographic Information Systems (GIs) map was created from the addresses 
and zip codes of the faith-based organization that reported they provide mental health 
support services. The GIs map is located in Appendix D. In this study, GIs data are 
used to determine accessibility of faith-based mental health services to county-level 
services based upon proximity. The GIs map demonstrates that the average distance 
between faith-based organizations that reported they provide mental health support 
services is 6.95 miles. Fulton County mental health services sites are located an average 
of 10.10 miles apart. The average distance between faith-based organizations and Fulton 
County mental health service sites is 7.94 miles. 
Although the organizations used in the map have Atlanta, Georgia, address and 
zip codes, some of them are located in DeKalb County, which may be due to constant 
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fluctuating county lines. However, Dekalb County is a part of the Georgia Division of 
Mental Health, Developmental Disabilities, and Addictive Diseases (MHDDAD) region 
three, along with nine other counties, including Fulton, Clayton, Gwinnett, Rockdale, 
Henry, Fayette, Cherokee, Cobb, and Douglas County (R. Turner, personal 
communication, December 20,2008). 
Case Study 
For the illustrative case study, clergy and lay leaders identified typical Afiican- 
American adult consumers, age 18 or older, family members, and service providers to 
complete interviews through nonprobability snowball sampling. Clergy or lay leaders 
instructed consumers to contact the researcher, via the contact information listed in a 
flyer, if they would like to participate in the study. This sample consisted of one (N = 1) 
consumer utilizing mental health support services offered by a faith-based organization. 
The consumer identified family members and service providers to complete interviews 
for the case study. The researcher asked the consumer to sign release of information 
forms for every service provider contacted for the study. The researcher sought 
permission to review the consumer's case file from the agency or organization. 
The consumer, family members, and services providers completed individual 
interviews for the case study, audio taped by the researcher. Participants selected a 
location to complete the interview that was comfortable to them such as their home, 
office, or a restaurant. The names of the individuals participating in the interviews were 
changed to protect their confidentiality. Before the interview began, the researcher 
explained the purpose of the interview and reviewed the informed consent and release of 
information forms with the participants. After the participants signed the informed 
consent and release of information forms, verbalized an understanding of the project, and 
were given the opportunity to ask questions the interview began. Participants were given 
a copy of the consent form to take home. 
Participant Profile Descriptions 
Consumer Profile 
Mrs. Redd Locks, whose name has been changed to protect her confidentiality, is 
a 48-year-old African-American female that resides in Fulton County, Georgia. The 
interview with Mrs. Locks took place in the conference room of a restaurant near her 
place of employment, which was convenient for her. She describes herself as being a 
very spiritual person. Six years ago, she was diagnosed with anxiety and depression by 
Kaiser Permanente mental health services in California. She reports receiving individual 
counseling or "talk therapy," as well as using antidepressant medications such as Prozac, 
Paxil, Zoloft, and Wellbutrin. She reports never receiving inpatient services. Mrs. Locks 
stated that currently she is very sad and unstable because of the death of her mother two 
months ago. Her short-term plan is to become healthier mentally, and she is unable to 
articulate any specific plans for the future beyond this. Mrs. Redd Locks is currently 
receiving mental health support services from the mental health ministry of the church 
that she attends. She describes the church she receives services from as being multiracial, 
with a predominate population of Africans and African-Americans. Mrs. Locks stated 
that she decided to use the church's counseling ministry because she did not want to be 
placed on meds and it was taking to long to get an appointment with Kaiser Permanente. 
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She has been receiving these services for six weeks consecutively, and reports that she 
has previously consulted with ministers about her mental health problems. 
Mrs. Locks was born in Phoenix, Arizona. She has one brother, who is seven 
years younger than she is. Her mother worked as a medical technologist, and her father 
did odd jobs until they were older. Mrs. Locks reported that her mom and grandmother 
were alcoholics and that she believes their alcoholism was related to mental illness. She 
remembers her dad being home physically, but being unresponsive to her and her brother. 
Mrs. Locks reported not being close to brother because they are seven years apart. She 
stated that they love each other because they are brother and sister, but she was more of a 
babysitter than a friend. Mrs. Locks did not report being verbally abused, neglected, or 
any other forms of abuse. They were raised by both parents until the age of 10 when 
their parents divorced. After her parents' divorce, Mrs. Locks moved to California with 
her mother and brother. Mrs. Locks describes her childhood as good and remembers 
having close extended family relationships. She reported no legal history. She 
completed high school, earned a Bachelors of Arts degree, and has a teacher's 
certification. Mrs. Locks started working at the age of 16 in office jobs. She has also 
worked as a recruiter and counselor at a high school. She has three children, two girls 22 
and 17, and one son 24. Mrs. Locks has been married twice and is separated from her 
current husband with whom she moved to Georgia with five years ago. Currently, she 
lives with her youngest daughter and works as a teacher. 
Family Member Profile 
CJ, whose name has been changed to protect her confidentiality, is a 17-year-old 
African-American female and is the youngest daughter of Mrs. Redd Locks. The 
interview with CJ took place in her bedroom at home, after dinner. CJ's room is 
decorated with old album covers and pictures of her family and friends. Posters of 
famous teenagers adorned the door of the room. CJ appeared to be very comfortable 
discussing her mother's mental health issues. CJ is a senior in high school and works 
after school at a fast food restaurant. She stated that she is on the honor roll at school and 
looks forward to attending college in the fall to major in marketing or public relations. 
CJ began the discussion by talking about how her mother's mental health issues 
affect her life. Because CJ lives at home and is only 17, she can not control whether or 
not she will be exposed to her mother's mental health issues. CJ takes care of both her 
mother and herself when her mother is severely depressed. Because her other two 
siblings do not live at home, they have the option to not visit or call if they are unwilling 
or unable to deal with the issues that are created by Mrs. Locks' mental health issues. 
When asked about her current relationship with her mom, CJ stated that it fluctuates 
because of mom's illness: like one day will be really good and you know, the next day we 
will be having a battle with stuff that is going on in her life and in my life and it conflicts. 
CJ disclosed that she has been to counseling with her mom about three times, when her 
depression was bad. She does not currently attend therapy with her mom, but stated that 
the current services that her mother uses presently have helped to alleviate some of the 
conflicts they have. 
Faith-Based Organization Profile 
Mrs. Locks receives mental health support services from the counseling ministry 
of a faith-based organization that will be referred to as ELCA, a Baptist church located on 
the north side of Metropolitan Atlanta, Georgia. She attends ELCA regularly, but is not a 
member. The church was founded in 1848 under the commission of the Baptist State 
Convention. ELCA focuses on addressing the social and spiritual concerns of the 
congregation including parenting, finance, personal crisis, emotions, and relationships 
through the word of God. ELCA does this through a wide array of ministries designed to 
enhance the spiritual growth of its members. Some of the ministries include baptism, 
counseling, missionary care, women's ministry, food service, music and media, senior 
ministry, world missions, and a hospitality ministry. 
In order to receive services, individuals and families contact the counseling 
ministry by phone or in person. They are then asked to review and sign intake forms that 
detail what is expected of counseling participants. All participants are required to attend 
all sessions, be on time, complete weekly homework assignments, and adhere to 
confidentiality policies. The program counseling model for adults focuses on spiritual 
transformation as a solution to problems. The process involves clarifying the problem, 
establishing goals for counseling, discussing the individual or family's personal history 
and history of the problem, identifying false beliefs and negative behaviors, and finding 
and utilizing spiritual solutions to the problem. 
ELCA offers both lay and intensive counseling. The model of service delivery 
used by ELCA is called spirituotherapy. The professional counseling center staff is made 
up of seven counselors, five of whom hold at least a Masters degree in Christian 
Counseling or higher from a seminary; one counselor has a Bachelor of Social Work. 
Lay counseling center staff are members of ELCA who are able to commit one year of 
service to the program and undergo training as a counselor. Lay counseling focuses on 
providing support to individuals who are experiencing difficult life situations. The fee 
for lay counseling is $35 per session, or $50 per session for sessions with professional 
staff. There is no fee for lay counseling services for individuals who are members of 
ELCA. 
Intensive counseling is offered by the professional counseling center staff 
members and consists of five consecutive days of counseling at a remote hotel, to limit 
outside distractions. Areas of focus for intensive counseling include but are not limited 
to: professional burnout, anxiety, depression, bipolar, abuse, trauma, substance abuse, 
and individual and family crisis. Individuals and families in this program are provided 
with an average of four hours of counseling each day. At the conclusion of the five day 
intensive counseling session, individuals and families are provided with up to 15 hours of 
follow-up telephone counseling for two months. This counseling may be used at any 
scheduled time. The cost for this program is $1,260, and includes resources, materials, 
profile testing, personal information intake and processing, and follow-up telephone 
counseling. The cost of the hotel, transportation, and meals are the responsibility of the 
participant. ELCA currently does not accept any insurance for the services that they 
provide. 
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Outcome information that is documented by ELCA was not made available to the 
researcher. This coincides with the aforementioned "Health Disparities Report 2008: A 
County-Level Look at Health Outcomes for Minorities in Georgia," the mental health 
needs of the residents of Fulton County are not being met. Even though they practice in 
Fulton County, access to the services at ELCA are considered limited because individuals 
who are not members of the church or cannot pay for service will not be able to utilize 
the mental health support services that are available there. 
Secular Service Provider Profile 
Although Mrs. Locks is not currently receiving mental health support services at 
Kaiser Permanente, it is important to discuss the systems of mental health support 
services that are available to her. Mr. Bridges, as he will be called to protect his 
confidentiality, has never provided services to Mrs. Locks, but he represents a company 
that has provided her with mental health support services in the past and is available to 
her now. Mr. Bridges is a 55-year-old African-American male that works at Kaiser 
Permanente as a therapist. The interview with him took place in his office during his 
lunch break. The office was a dimly lit room with two chairs for visitors and a small toy 
chest in the comer. Mr. Bridges started the conversation by explaining how much he 
enjoys working for Kaiser Permanente. Overall, Mr. Bridges stated that he loves working 
at Kaiser Permanente. Specifically, Mr. Bridges declared he likes his job because he is 
able to help individuals heal both mentally and physically by consulting with a client's 
primary care physician, psychiatrist, and any other doctor that a client has gone to at 
Kaiser Permanente to make sure that he is providing the best care possible. Mr. Bridges 
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has a Master of Social Work degree and is a Licensed Clinical Social Worker (LCSW) 
with 20 years of experience in the field. He has previously worked in an inpatient 
residential psychiatric hospital and as an administrator of a child and adolescent agency. 
Mr. Bridges stated that he is not aware of Mrs. Lock's previous experiences with 
mental health support services, but that thinks it is important to discuss and explore all 
systems that are responsible for helping a person maintain their mental well being. He 
went on to explain that Mrs. Locks' would be able to receive individual counseling 
approximately twice per month at Kaiser Perrnanente. If necessary, she would be able to 
see a psychiatrist for medication. In the event that she needs inpatient mental health 
services, Kaiser Permanente would provide these services according to the parameters of 
Mrs. Locks' health insurance policy. Mrs. Locks' would be able to utilize the mental 
health support services provided by Kaiser Permanente as long as she maintains her 
insurance policy and pays any co-payments that are associated with services. 
Faith-Based Organization Provider Profile 
Elise, whose name has been changed to protect her confidentiality, is a 45-year- 
old African-American female. Due to her schedule, the interview was conducted by 
phone. Elise has served as a lay counselor and as the coordinator of the Lay Counseling 
Training Program at ELCA for the last eight years. Elise stated that she came to the 
counseling ministry of ELCA in a time of personal need and that her experience was 
"phenomenal." Because of this experience, Elise was lead to complete training to 
become a lay counselor, which consists of interviews, 8 to 10 months of classroom 
training, and exams. She states that she is able to teach out of her experience as a 
consumer. Elise has not referred anyone to public or private mental health agencies 
during the time that she has worked as a lay counselor. Although ELCA does not refer 
individual's to public and private mental health agencies and organizations, they do have 
affiliations with other faith-based organizations counseling ministries and with a 
Christian psychiatrist and Christian child psychiatrist. 
Interviews 
Are African-American consumers and families satisJied with mental health support 
services provided by faith-based organizations? Why.? 
Table 13 represents the themes drawn from interview responses to question two; 
are consumers and families satisfied with mental health support services provided by 
faith-based organizations, and why? All of the individuals interviewed agreed that 
African-Americans are satisfied with the mental health support services that are provided 
by faith-based organizations. The reasons for this satisfaction varied among the 
interviewees. Elise, a provider of mental health support services at a faith-based 
organization, stated that satisfaction depends on a person's willingness to take what they 
have learned and utilize it. Before terminating a consumer ELCA makes sure that the 
individual is experiencing "victory" over their problems, symptoms, and behaviors, 
although she acknowledges that relapse is a reality. CJ, the daughter of Mrs. Locks, 
agreed with Elise that an individual's self-determination is the key to satisfaction with 
mental health support services provided by faith-based organizations. 
Table 13 
Themes Drawn from Responses to Interview Question #2 
Interview Question #2: Are African-American consumers and families satisfied with mental 
health support services provided by faith-based organizations? Why? 
Respondents Themes 
Consumer 
Mrs. Redd Locks 
Fast and easier to schedule services than secular services 
Given homework (readings and worksheets) 
Able to see practitioners weekly 
Looks at childhood development of belief systems to help 
cope 
Looks at patterns of not being able to cope 
Objective structure that takes spiritual beliefs into account 
used 
Family Member(s): CJ Self- determination 
Secular Service Provider: Satisfaction may be based on personal experiences with 
Mr. Bridges other private and public agencies and organizations 
Services may not be restricted due to insurance coverage 
Mutual belief system may increase comfort level with 
practitioner 
Faith-based organizations have the opportunity to be 
selective about who is receiving services 
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Table 13 (continued) 
Respondents Themes 
Faith-based Service Provider: Access is very easy compared to other organizations 
Elise 






Belief system is important 
Self-determination 
Are not restricted by insurance companies 
Selective service provision is possible 
The sample population is satisfied with metal health support 
services provided by faith-based organizations, but this may be 
due to their experiences with other services, models of service 
delivery used by faith-based organizations, and the focus on the 
individual's beliefs. 
When asked as a family member whether she is satisfied with mental health 
support services provided by faith-based organizations in the context of her mother's 
depression, CJ answered, "I think that it's one of those things you have to want help for, 
you know, when you go and get it." 
Mrs. Redd Locks' satisfaction with services focused on the model of service 
delivery, referred to as spirituotherapy, that she experienced at ELCA and on the ease 
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with which she is able to access services. In particular, Mrs. Locks stated that she was 
surprised at the ease of access she has experienced with the mental health support 
services from ELCA as compared to the services that are offered by her insurance 
company. After completing the intake forms for mental health support services, Mrs. 
Locks was put on a waiting list and linked with the next available counselor. Mrs. Locks 
also noted that ELCA "stepped up first" to provide her services, and she is able to attend 
counseling weekly, as their schedules accommodate. 
Other facets of the service delivery model, spirituotherapy, that contributed to 
Mrs. Locks' satisfaction with the mental health support services provided by ELCA 
include the "homework" that consist of readings and worksheets that help her to 
recognize the relationship between her childhood, where her basic belief system and 
understandings come from and her current situation. She went on to say that, going to 
"Like Kaiser and all that, that was never a question, it was more or less what's happening 
to you now, let's help you move through and cope with what you have now." In Mrs. 
Locks, opinion faith-based organizations are able to find out the base of why you are not 
able to cope with whatever is going on now. The point of view of a mental health service 
provider who provides counseling that has a religious base helps to build a foundation 
that gives her more understanding and insight into problems. Spirituotherapy was 
compared to other organizations described by Mrs. Locks' in this way, "They have 
nothing to build from, they are just coming at you, you know, like an open book, and then 
lets fill the pages as we go." Mrs. Locks spoke of being better able to handle an incident 
in which she was held at gunpoint at a store, because of faith-based counseling. She 
described the secular counselor as "passive aggressive" and unresponsive. 
Mr. Bridges' responses to the question echoed those of Mrs. Locks, but he posited 
that these differences may be due to faith-based organizations lack of restriction by 
insurance companies and the fact that to some extent they select the consumers that they 
would like to help. Mr. Bridges stated that the faith-based organizations that he is aware 
of do not accept insurance and do not depend on income from providing mental health 
support services to remain open. He went on to explain how this independence may 
make it easier to focus solely on providing services, and not on how many people one has 
to see to make a quota that will help to keep the doors of the organization open. Mr. 
Bridges also believes the faith-based organizations' ability to be selective about the 
consumers that they provide mental health support services to, also plays a role in 
satisfaction with services. He explained that these organizations have the ability to 
decide who receives services by deciding to make referrals to public organizations, 
limiting services to members only, and charging high fees for services. 
Themes from the interviews conducted with a consumer of mental health support 
services provided by faith-based organizations, a family member, and services providers 
are displayed in the word table below. The themes emphasize cultural relevance and the 
latitude of the therapist to explore issues not otherwise covered by insurance companies. 
Other themes that emerged include self-determination, personal experiences with other 
agencies, and faith-based organizations ability to be selective about who they provide 
services to. 
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Do mental health support services provided by faith-based organizations improve quality 
of life? How? 
This question solicits responses about quality of life. In particular, question three 
asks, "do mental health support services provided by faith-based organizations improve 
quality of life, and how?" Subjective quality of life indicators focus on an individual's 
perception of their well-being. Interview participants responded to questions about 
specific life domains such as family relationships, work, finance, and social functioning. 
Mrs. Redd Locks responded to this question by acknowledging that mental heath support 
services provided by the faith-based organization that she utilizes improves her quality of 
life by providing her with a sense of purpose, and of fulfillment of a destiny that she 
knows she has. Specifically, she stated that she did not want to go back into a depressive 
state. "I no longer feel like maybe I will become stuck," she said. As previously 
mentioned, Mrs. Locks stated that she sought out counseling to help cope with the 
passing of her mother. Regarding quality of life and her current situation, Mrs. Locks 
stated that the services provided by ELCA helps her to move through the mourning and 
get back to where she needs to be. 
It is also Mrs. Locks' belief that mental health support services provided by 
ELCA have helped her to maintain positive relationships with her family and close 
friends. Mrs. Locks discussed how her family and friends support her by allowing her to 
talk to them. Her daughter CJ, lets her withdraw for a while, and then come back when 
she need to. Mrs. Locks also stated that CJ, takes care of the household, cooks the 
dinner, and cleans, when she is unable to. Mrs. Locks has minimal interaction with the 
other tenants in her apartment complex. She revealed that she purposely picked an 
apartment in the back of the complex, were she would not meet many people. She has 
introduced herself to her neighbors but admits that she is not well acquainted with them. 
Mrs. Locks stated that she would describe her relationship with her colleagues as 
"satisfactory," as compared to previous work situations which there were at least two 
people that she really bonded with. She has however participated in a few after work 
activities with her current colleagues. 
CJ, Mrs. Lock's daughter discussed how these services affect the family's 
interaction with larger social environments. She said that these services have helped her 
mother to realize that they need to get out of their home environment more when they are 
arguing. To avoid conflicts at home, CJ stated that the family volunteers at different 
places such as homeless shelters. 
Mr. Bridges stated that faith-based organizations provide consumers with 
acceptance and hope no matter what the situation may be. Specifically, Mr. Bridges 
stated that faith-based organizations are able to provide consumers with techniques that 
help them to deal with family relationships. Kaiser Permanente only provides individual 
therapy. Family members and other individuals are only able to attend therapy sessions if 
it is necessary to help the individual, but it is not encouraged. 
Elise, the faith-based mental health support service provider, discussed how 
ELCA assists clients in improving their quality of life through emotional healing. She 
stated that through counseling they help the consumer identify the things that they are 
thinking that may be out of line with who they are and what they believe. This helps 
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them to see the deception of what they are thinking and replace it with the truth, to make 
better choices. Elise gave an example of a person coming to ELCA needing help with 
forgiveness and bitterness. She explained that this person would be helped to recognize 
the need to let things go and "walk in the truth," and as a result they would experience 
emotional healing and be able to make better choices. 
Themes that emerged during the individual interviews regarding how faith-based 
organizations improving quality of life of life are depicted in Table 14. According to the 
sample population, faith-based organizations provide individuals and families with a 
sense of purpose, stability, hope, and acceptance. Another theme that emerged from the 
sample population is that faith-based organizations do not improve social relationships 
with some larger social environments. 
Table 14 
Themes Drawn from Responses to Interview Question #3 
Interview Question #3: Do mental health support services provided by faith-based 
organizations improve quality of life? How? 
Respondents Themes 
Consumer: Feels life has purpose 
Mrs. Redd Locks Does not feel stuck 
Stability 
Able to have a positive relationship with family and friends 




Has not helped with neighbors, secludes herself 
Has not helped to build closer relationships with colleagues 
Helps them socialize more 
Able to do interact with friends 
o Prevents conflicts between family members 
Secular Service Provider: Gives a person hope 
Mr. Bridges Feel accepted 
Provided with techniques to improve relationships based 




Provides emotional healing 
Helps clients in a spiritual nature 
Helps clients assign meaning to their life 
Helps client feel supported 
Differences Quality of life is improved by building relationship skills 
General Conclusions Mental health support services provided by faith-based 
organizations improved the sample population's quality of life 
with family and close friends; however they did not improve 
relationships with larger social environments for the sample 
population. 
Are mental health support services provided by faith-based organizations effective? 
Why? 
The next questions focuses on the efficacy mental health support services 
provided by faith-based organizations. During the interview with Elise, she revealed that 
ELCA is effective because they help consumers meet their goals by finding out what they 
are presenting with and what they would like to work on. She explained that Consumers 
are helped to develop "valid goals" and that the counselor will terminate services if there 
is a mutual decision that goals are not being met. Elise also reiterated the concept of self 
determination as it relates to effectiveness of services. When asked how the services that 
they provide affect the symptoms, behavior, personality, and treatment outcomes of 
individuals Elise spoke of the profound effect of the services. Specifically she stated, as 
a man or woman thinks, so they are. Elise then explained that ELCA is effective because 
they aid people with the process of distinguishing the truth versus deceptive thinking the 
impact will lead to changes in every aspect of a person's life, and ultimately this will 
affect their emotions and behavior. 
Although a review of her mental health records from both faith-based and public 
mental health agencies was not complete due to them not being made available by service 
providers, Mrs. Locks provided insight as to why she thought that services provided by 
faith-based organizations were more effective for her. Mrs. Locks explained, "When it 
was really on me," referring to the depression, she talked to a minister who prayed with 
her using scriptures that she knew and could relate to. This minister was able find 
common ground with her by talking about the death of his mother and how he was able to 
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deal with his mourning. This commonality made Mrs. Lock feel as though she was not 
out there by herself and that someone was helping her to control the situation. As 
mentioned previously, Mrs. Redd Locks reiterated that she was able to see her counselor 
weekly and that "medication" was not pushed on her at the faith-based organization. 
Mrs. Lock's daughter CJ noted that her mother has been able to transition from 
being in a mood were she does not want to talk to anybody or be bothered to a mood that 
is more stable and calm, were she can talk and build a better relationship with her. CJ 
went on to explain how the coping and communication skills that her mother has gained 
from the use of faith-based mental health support services has helped her to be able to 
walk away from conflicts that they have, get advice, and come back to her and try to 
solve the problem. Specifically, she stated that it is helpful when her mother is able to 
come back to the table and start the conversation about a conflict that has occurred with, 
"I feel." This strategy tends to open up the conversation for them to both be able to 
speak about how they feel. 
Mr. Bridges believes that the way that faith-based organizations are able to 
reaffirm the values of consumers may contribute to their effectiveness. He went on to 
explain that faith-based organizations have the liberty to use bibles and other religious 
text that support the person's values. Mr. Bridges stated that this is unacceptable and 
forbidden in most public and private mental health agencies and organizations. Another 
point raised by Mr. Bridges is that even though advocacy groups such as National 
Alliance on Mental Illness (NAMI) have recognized the role of faith and belief systems 
for people who are mentally ill, public and private mental health agencies and 
organizations are still unable to respond to this realm of life experience. Mr. Bridges 
noted that this reluctance to discuss faith may be due to the funding restraints and legal 
issues surrounding the promotion of religion. Mr. Bridges also spoke about clients 
having the independence to decide if they want to take medication. He said that the 
public health sector face some pressure to utilize pharmacology in the course of 
satisfling all treatment options. Again he also noted that faith-based providers are also 
able to limit their clientele to individuals that they can easily assist. 
Data obtained through the individual interviews provided insight into why faith- 
based organizations are perceived as being effective. According to the interviews, 
themes that emerged regarding why mental health services provided by faith-based 
organizations are effective include their flexibility, spiritual base, and them not forcing 
medication. Interview participants were able to add insight into the effects of mental 
health support services provided by faith-based organizations on symptoms and behavior 
of mental illness. 
Table 15 
Themes Drawn from Responses to Interview Question #4 
Interview Question #4: Are mental health support services provided by faith-based 
organizations effective? Why? 
Respondents Themes 
Consumer: Able to find common spiritual ground with practitioners 
Mrs. Redd Locks Feels in control 
Not alone 
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Table 15 (continued) 
Respondents Themes 
Able to see mental health practitioners frequently 
Medication is not "pushed" 
Family Member(s): CJ Able to help maintain a stable mood 
Provides coping skills 
Able to help with communication skills 
Secular Service Provider: Able to reaffirm values of the consumer 
Mr. Bridges Possibility of flexible schedule 
Able to explore other alternatives to medication 
Able to control the number of clients receiving services 
Faith-based Service Provider: Model of service delivery 
Elise Self- determination 
Similarities Importance of spirituality 
Frequency of available services 
Medication is optional 
Able to control who and the number of individuals 
receiving services 
Self- determination 
The sample population attributed the effectiveness of mental 
health support services provided by faith based 
organizations to flexible schedules, spiritual base of 




Are mental health support services provided by faith-based organizations perceived as 
more culturally relevant than secular services? Why? 
Culturally relevant mental health support services are responsive to the history, 
culture, traditions, values, and beliefs of African-Americans. During her interview, Mrs. 
Redd Locks commented that her personal culture has a religious base. Mrs. Locks gave a 
hypothetical example of a faith-based organization primarily comprised of Hispanic 
families. She said the family makes up the faith-based organization in the first place, so 
they would probably be more familiar with Hispanic family dynamics, and all of the 
different things that go with that culture. 
CJ, the daughter of Mrs. Redd Locks, thinks that faith-based organizations are 
more responsive to the mental health needs of African-Americans. She stated, "Black 
people asking for help, it is hard for us, even though the church is giving it to us." CJ 
went on to say, "African-Americans as a race do not want to be labeled as being sick or 
crazy anymore, and because of this African-American will not seek help." CJ concluded 
that the spiritual connection provided by faith-based organizations provides African- 
Americans with assurance that everything is going to be all right. 
As a provider of secular mental health support services, Mr. Bridges 
acknowledged that African-American history and the use of faith-based organizations as 
a contributor to the perception of cultural relevance. He commented that as a rule 
African-Americans tend to depend on the church in times of happiness and sorrow. He 
went on to explain how the church has provided a safe harbor for African-Americans. 
Elise, a lay counselor, revealed that she does not have any experience with secular 
organizations, but stated that ELCA allows consumers to receive services from a 
counselor who is the same ethnicity as the consumer. Elise continued to explain how the 
perception of cultural relevance might be based on a spiritual level: "The principles that 
we employ through our counseling are very relevant for African-Americans." 
Themes that emerged during the individual interviews pertaining to the question 
are mental health support services provided by faith-based organizations perceived as 
more culturally relevant than secular services include them being responsive to the 
spiritual and cultural needs of African-Americans. An individual's willingness to seek 
help appeared as another theme from the individual interview with the family member of 
a consumer who receives mental health support services from a faith-based organizations. 
The table below summarizes all the themes that were taken from each individual 
interview. 
Table 16 
Themes Drawn.from Responses to Interview Question #5 
Interview Question #5: Are mental health support services provided by faith-based 
organizations perceived as more culturally relevant than secular services? Why? 
Respondents Themes 
Consumer: Diverse practitioners 
Mrs. Redd Locks Spiritual connection 
Family Memberts): CJ Self- determination 
Spiritual connection 
Table 16 (continued) 
Respondents Themes 
Secular Service Provider: African-Americans history with using faith-based 
Mr. Bridges organizations 
Trust of faith-based organizations 
Faith-based Service Provider: Divers practitioners 
Elise Relevant on a spiritual level 
Similarities Perception based on familiarity of African-American 
history, culture, spiritual connection, and trust. 
It is up to each individual to want help and to go receive it 
Mental health support services provided by faith-based 
organizations are perceived to be more culturally relevant than 
secular services by the sample population, due to them being 
sensitive to spiritual and cultural needs. 
Differences 
General Conclusions 
Is there a relationship between perceived cultural relevance and access to and utilization 
of mental health support services provided by faith-based organizations? 
The last question asks whether there is a relationship between perceived cultural 
relevance and access to and utilization of mental health support services provided by 
faith-based organizations. According to Mrs. Locks, the cultural relevance of those 
mental health support services was not the reason that she decided to utilize their 
services. Mrs. Locks stated: 
I do not think that it was the cultural relevance for me, per se. For me it was 
the option; it was an alternative to what I was already familiar with. She then 
went on to say, I did not want to do meds and I know I did not want to feel 
that that was the only other alternative, because I wasn't going to be able to 
see them enough or to try and cope. 
By this, Mrs. Locks meant that she did not want to feel like she had to take medication to 
cope with her problems because she would not be able to see her secular service provider, 
often enough to effectively deal with her problems. 
Mrs. Locks stated that another reason for her decision to utilize mental health 
support services provided by a faith-based organization was the ease with which she was 
able to access services as opposed to the cultural relevance of the services. She explained 
that 
At first I was ambivalent about getting counseling services from ELCA, but 
the minute I got in there and sat with the one counselor, they are like, 'You 
are the only one I'm going to be doing at this time, this is your time and my 
time.' 
CJ, Mrs. Lock's daughter, concurred with her mother that availability is a key factor in 
the decision to utilize faith-based mental heath support services. CJ stated that with faith- 
based organizations individuals do not have to push to get help, "The door is already 
open, so it's just an easier process to get to." 
Elise did not give a definitive answer. She stated that perceived cultural relevance 
might improve access to and utilization of services for some individuals, but because the 
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faith-based organization that she works for is not exclusively for African-Americans, a 
perceived cultural bias may cause people to bypass their services. Elise stated that 
removing financial barriers may improve access to and utilization of mental health 
support services provided by faith-based organizations. As an example, Elise explained 
that ELCA does not charge a fee to members of the organization who would like to 
utilize services and the fee for non-members is minimal. 
Mr. Bridges, a provider of secular mental health support services, agreed that 
access to and utilization of mental health support service provided by faith-based 
organizations may be increased due to perceived cultural relevance. He also thinks that 
the decrease of stigma associated with mental illness may also play a part in the increase 
in access to and utilization of mental health support services. Mr. Bridges stated as faith- 
based organizations create programs they simultaneously make it more acceptable for 
African-Americans to feel as though it is all right to seek mental health support services. 
He said, "People will use what they think is relevant to them." 
Themes that emerged in regard to the relationship between perceived cultural 
relevance and access to and utilization of mental health support services provided by 
faith-based organizations appears not to be based exclusively on the cultural relevancy of 
services. According to the interview participants, other themes that are closely associated 
with access to and utilization of faith-based mental health support services include a 
spiritual connection, availability, cost of services, and wanting to use alternative services. 
Table 17 
Themes Drawn porn Responses to Interview Question #6 
Interview Question #6: Is there a relationship between perceived cultural relevance and 
access to and utilization of mental health support services provided by faith-based 
organizations? 
Respondents Themes 
Consumer: Alternative to what was familiar 
Mrs. Redd Locks Services were readily available 
Break down stigma barrier 
Family Member(s): CJ Makes the process easier 
Services are readily available 
Secular Service Provider: People are more likely to use what they think is relevant 
Mr. Bridges Service use will increase as stigma decreases 
Faith-based Service No financial barrier 
Provider: Elise Low cost to non- members 




Effects of stigma 
Availability of services 
Self- determination 
Perceived cultural relevance alone does not attribute to 
access and utilization of mental health support services 
provided by faith-based organizations. 
Summary 
Chapter four presented the analysis and findings of the study data. A review of the 
methodology and procedures provided the parameters under which the study was 
conducted. A description of the Mental Health Program provided by the Fulton County 
Department of Mental Health, Developmental Disabilities, and Addictive Diseases was 
provided to highlight services that are available to Fulton County, Georgia, residents. 
The Health Disparities Report 2008, "A County-Level Look at Health Outcomes for 
Minorities in Georgia," report created by the Georgia Office of Health Improvement and 
the Minority Health Advisory Council gives an analysis of the inequalities in health care 
and outcomes; which explains how the heath care system in Georgia is meeting the needs 
of its residents. 
Demographic information, frequencies, cross tabulation, and chi-square statistical 
analysis of the data collected from the 100 surveys completed by clergy and lay leaders 
was presented. A GIs map created from the address of the faith-based organizations that 
provide mental health support services shows the location of the faith-based 
organizations and their proximity to each other and Fulton County Mental Health 
Program sites. Participant profiles were used to introduce the consumer, family 
members, and service providers that participated in the illustrative case study. Word 
tables summarizing the themes that emerged from the case study were discussed. 
CHAPTER V 
CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS 
The purpose of this study is to add to the body of literature on access to and 
utilization of faith-based mental health services in the urban black community. In 
addition, this study helps to inform issues related to the relevance and implementation of 
Charitable Choice in the black church. The focus of the study is to identify faith-based 
organizations that provide mental health support services by type and populations served, 
and to estimate the extent to which these services are meeting the mental health needs of 
African-American consumers and their families that live in Fulton County, Georgia. The 
subjective experiences of consumers, their families, and service providers explored in this 
study include quality of life, satisfaction with services, efficacy, and perceived cultural 
relevance of the services provided. 
Chapter five discusses the conclusions drawn from the information collected. 
Limitations of the study are discussed. Implications for social work policy, planning, and 
administrations are presented. Recommendations for future research and improvements 
in the provision of mental health support services provided by faith-based organizations 
are provided. The chapter concludes with a summary. 
Conclusions and Discussion 
The framework through which this study views the reciprocal interactions 
between faith-based organizations, African-American individuals and families, and their 
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environment is the ecological systems theory. It is used because it helps explain the 
transactions between people and their environments (Robbins, Chatterjee, & Canda, 
1998). The constructs of this framework that explain the functions of a system include 
goal direction, input, throughput, output, feedback, and reciprocity. Using the ecological 
systems framework, faith-based organizations functioned as the focal system, within 
which internal mental health support services function as a subsystem in Fulton County, 
Georgia. The case study of one African-American individual, family, and secular service 
agencies and organizations function as external suprasystems to faith-based organizations 
(Robbins et al., 1998). Appendix E illustrates how the Ecological Systems Theory is 
used to explain how the sample population functions as a system. 
This study is guided by six research questions and two hypotheses: 
RQ1: Which faith-based organizations provide mental health support services by 
type of services offered and target populations served; is there a 
relationship between the type of mental health support services offered 
and the target populations served? 
RQ2: Are mental health support services provided by faith-based organizations 
effective? 
RQ3: Do mental health support services provided by faith-based organizations 
improve quality of life? 
RQ4: Are African-American consumers and families satisfied with mental 
health support services provided by faith-based organizations? 
175 
RQ5: Are mental health support services provided by faith-based organizations 
perceived as more culturally relevant than secular services? 
RQ6: Is there a relationship between perceived cultural relevance and access to 
and utilization of mental health support services provided by faith-based 
organizations? 
Hol : Faith-based organizations provide culturally relevant mental health 
support services to African-American consumers and their families. 
Ho2: Faith-based organizations increase access to and utilization of mental 
health support services for African-American consumer and their families. 
The focus of the first question was to identify faith-based organizations that 
provide mental health support services in Fulton County, Georgia by target populations 
served and types of services offered. The second part of the questions asks is there a 
relationship between the target populations and types of services offered. 
The data collected and analyzed identifies the goal of 73 of the faith-based 
organizations as providing mental health support services to African-American 
individuals and their families. Of these faith-based organizations, 71 of them provide, or 
input as it referred to using ecological systems theory terms, mental health support 
services to individuals experiencing stressful episodes, while 17 provide, or input, 
services to individuals experiencing serious mental illness. The Geographic Information 
Systems (GIs) Map created from the address of the faith-based organizations that provide 
mental health support services show their proximity to each other and Fulton County 
Mental Health Program sites. Other types of input into the faith-based organizations 
system include fees, funding and insurance, and documented policies and procedures. 
This study revealed that the majority of the faith-based organizations in the 
sample population provide mental health support services to individuals and families that 
experience stressful episodes as opposed to serious mental illness (SMI). These mental 
health support services are provided under the realm of "pastoral care" and "pastoral 
counseling." Sixty of the faith-based organizations in the sample population reported that 
they provide referrals to public and private mental health agencies and organizations for 
individuals that experience stressful episodes. However, there is no way of knowing how 
many people are referred, to whom they were referred, and what type of services they 
ultimately received due to lack of documentation that is kept by the sample population of 
faith-based organizations. In contrast to individuals experiencing stressful episodes, 
individuals experiencing SMI are offered limited mental health services in every category 
and subcategory explored by the survey. Statistically significant relationships were found 
between both populations served and the types of services offered. 
Fees, funding and insurance, and documented policies and procedures are other 
forms of input that help systems faith-based organizations function. The majority (94%) 
of the faith-based organizations do not receive federal or state funding or charge a fee for 
services that they provide. None of the faith-based organizations accepts Medicaid or 
Medicare, and one reported accepting private health insurance for mental health services. 
The majority of the faith-based organizations do not have documented policies and 
procedures such as intake, terminations, and assessing and documenting client outcomes. 
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This study revealed that the use of funding, fees, and insurance are rarely used by the 
sample population as a resource. Faith-based organizations that do receive funding and 
accept fees for services, were not asked specifically how they used the funding and fees. 
Documented policies and procedures such as intake, outcomes, and termination are used 
internally by a few faith-based organizations to guide and structure service provision and 
document the effects of the services that they provide. 
The construct throughput is defined as the way systems integrate energy into the 
system in a way that is usable by the system to accomplish its goals (Robbins et al., 
1998). Throughput in this study focuses on faith-based organizations expanding services 
to all populations of mentally ill African-Americans and linking their services to formal 
systems of service delivery. Over 80% of the clergy and lay leaders responded that they 
thought that services could be expanded and liked to formal systems of mental health 
services. 
Output is defined as the product that the system expels into the environment, 
which may be the input of another system due to their interrelatedness. Qualitative 
feedback about how the system functions was solicited through the illustrative case study 
done with a consumer of faith-based organizations, family member, and services 
providers (Robbins et al., 1998). The output in this study is mental health support 
services provided by faith-based organizations to the community. This study focuses on 
the efficacy of the output, satisfaction with the output, and the influence that the output 
has on quality of life. In particular, this study ask are consumers and families satisfied 
with mental health support services provided by faith-based organizations, and why? 
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Seventy clergy and lay leaders reported that they think that faith-based organizations are 
effective. The sample population in the illustrative case study is satisfied with metal 
health support services provided by faith-based organizations, but this may be due to their 
experiences with other services, models of service delivery used by faith-based 
organizations, and the focus on the individual's beliefs. 
The next questions ask if mental health support services provided by faith-based 
organizations improve quality of life. Seventy-five clergy and lay leaders responded 
"Yes" to the questions. The illustrative case study revealed that mental health support 
services provided by faith-based organizations improved the sample population's quality 
of life with family and close friends however; it does not improve relationships with 
larger social environments for the sample populations. 
Clergy and lay leaders were asked if they thought that consumers are satisfied 
with the mental health support services provided by faith-based organizations. Seventy 
clergy and lay leaders reported that they thought consumers are satisfied with the mental 
heath support services provided by faith-based organizations. The sample population is 
satisfied with metal health support services provided by faith-based organizations, but 
this may be due to their experiences with other services, models of service delivery used 
by faith-based organizations, and the focus on the individual's beliefs. 
The Afrocentric Perspective contends that African-American history and culture 
must be taken into account when analyzing people of African-American descent (Asante, 
1987; Schiele, 1997; Hilliard, 200 1 ; Dillard, 2000; Kershaw, 1992). One culturally 
oriented question proposed in this study asked, are mental health support services 
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provided by faith-based organizations perceived as more culturally relevant than secular 
services, and why? The sample populations reported that mental health support services 
provided by faith-based organizations are perceived to be more culturally relevant than 
secular services by the sample population, due to them being sensitive to spiritual and 
cultural needs. Seventy-six clergy and lay leaders reported that mental health support 
services provided by faith-based organizations are more culturally relevant than secular 
services. 
The other culturally grounded question proposed by this study asks is there a 
relationship between perceived cultural relevance and access to and utilization of mental 
health support services provided by faith-based organizations? Of the clergy and lay 
leaders that participated in the survey, 75 responded "Yes." Among the sample 
population that participated in the case study, perceived cultural relevance alone does not 
attribute to access and utilization of mental health support services provided by faith- 
based organizations. The sample population revealed that people will use services that 
they think are relevant to them, which may be based on a spiritual connection, availability 
and cost of services, or wanting to use alternative services. As faith-based organizations 
provide mental health support services and reduce the stigma attached to mental illness, 
access to and utilizations of mental health support services in the African-American 
community may increase. Because faith-based organizations are trusted and continue to 
try to alleviate barriers faced by African-Americans, this platform can be used to reiterate 
the importance of utilizing the available mental health support services. 
In regards to the aforementioned hypothesis that guide the study, it can be 
concluded that the sample population perceives mental health support services provided 
by faith-based organizations as culturally relevant, due to them being sensitive to spiritual 
and cultural needs. The second hypotheses states faith-based organizations increase 
access to and utilization of mental health support services for African-American 
consumers and their families. Access to mental health support services in this study is 
defined as the ability of faith-based organizations to deliver and document mental health 
support services they provide and proximity. Access in this study explores internal 
systems of service delivery such as intake, assessment, and termination. External 
interactions with systems of secular agencies and organizations such as referrals are also 
explored. This study focuses on consumer's experiences utilizing mental health support 
services from faith-based organizations in terms of quality of life, satisfaction with 
services, perceived cultural relevance, and efficacy. 
Based on the sample population it can be concluded that mental health support 
services provided by faith-based organizations equivocally increase access to and 
utilization of mental health support services, but perceived cultural relevance alone does 
not attribute to access and utilization of mental health support services. The study 
revealed low amounts of delivered and documented mental health support services by 
faith-based organizations. In this study, GIs data are used to determine accessibility of 
faith-based mental health services to county-level services based upon proximity. The 
GIs map revealed that the average distance between faith-based organizations that 
reported they provide mental health support services is 6.95 miles. Fulton County mental 
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health services sites are located an average of 10.10 miles apart. The average distance 
between faith-based organizations and Fulton County mental health service sites is 7.94 
miles. Faith-based mental health support services are more accessible than county-level 
mental health services based on proximity to each other. 
A purpose of the Charitable Choice Act provisions is "to further the national 
effort to expand opportunities for and strengthen the capacity of faith-based and other 
community organizations so that they may better meet social needs in America's 
communities" (Executive Order No. 13,279,2002; Personal Responsibility and Work 
Opportunity Reconciliation Act, 1996). The new amendment, Executive Order 13 199, 
which established the White House Office of Faith-based and Neighborhood Partnerships 
recognize the need to strengthen the ability of faith-based and neighborhood 
organizations to deliver effective services in collaboration with federal, state, local 
governments (The Briefing Room, 2009). The mission of the amendment is to establish 
an advisory counsel to "identify best practices, and successful modes of delivering social 
services; evaluate the need for improvements in the implementation and coordination of 
public policies relating to faith-based and other neighborhood organizations; and make 
recommendations to the President, through the Executive Director, for changes in 
policies, programs, and practices that affect the delivery of services" (The Briefing 
Room, 2009). 
It can be concluded that the sample population has not benefited form the 
Charitable Choice Act provisions that are intended to expand social services provided by 
faith-based organizations. As previously discussed, the majority of the mental health 
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support services provided by the faith-based organizations in the sample are provided to 
individuals that experience stressful episodes, not serious mental illness. This study 
reveals a mental health system comprised of faith-based organizations, public and private 
agencies and organizations, and African-American consumers and families that is 
severely disconnected and exhibit low levels of reciprocity. Reciprocal interactions are 
manifested through referrals between agencies that may or may not result in a person 
receiving mental health support services. The sample population reported that the mental 
heath support services provided by faith-based organizations are effective, improve 
quality of life, are cultural relevant, and that they are satisfied with the services. 
However, few of the faith-based organizations in the sample population reported that they 
have documented policies, and procedures such as assessment, intake, termination, and 
outcomes. Only three of the faith-based organizations in the sample population receive 
state and federal funding to provide mental health support services. 
Limitations of the Study 
This study is limited due to some clergy and lay leaders fearing that specific 
information about their organization would be printed without their permission. Due to 
this fear, some clergy and lay leaders chose not to participate, or turned in surveys that 
did not include the name of the faith-based organizations that they represented. In 
addition, some clergy and lay leaders may not have been completely forthcoming and 
descriptive about the mental health support services that they provide due to liability 
issues. Specifically, one lay leader discussed knowing a faith-based organization that 
counseled a suicidal individual that took her (his) own life, and was later sued by the 
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individual's family members. Some clergy and lay leaders who were sent surveys had 
literacy issues that prevented them from completing the survey or providing accurate 
information. Although predominately Caucasian churches also provide mental health 
support services to African-American individuals and families, they were not included in 
this study. Some predominately African-American churches with members of other 
raceslethnicities did not participate because they did not consider themselves black 
churches. 
Although the case study was conducted with a complete system which consisted 
of a typical consumer, family member, and services providers, this sample is not large 
enough to generalize the findings to a larger population. This lack of generalizability can 
be perceived as a limitation to this study. Another limitation to the study is the 
Geographic Information System (GIs) map. Although the organizations used in the map 
have Atlanta, Georgia, address and zip codes, they are located in neighboring counties 
due to constant fluctuating county lines. 
Implications for Social Work Policy, Practice, and Research 
The larger and broader goal of this study is to provide research for the social work 
and public health community that is focused on closing the widening disparity gap of 
access to and utilization of mental health support services in the African-American 
community. In the field of social work, policy guides practice, planning, and 
administration. Currently, Charitable Choice provisions make it possible for faith-based 
organizations to compete for federal and state funding to provide social services. 
Although these provisions exist, it appears as though the black church for the most part 
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has not taken advantage of this opportunity to help the African-American community. 
Few faith-based organizations provide mental health support services to African- 
Americans who are seriously mentally ill. This research shows that the majority of the 
mental health support services provided by African-American clergy and lay leaders are 
offered as pastoral care and pastoral counseling to individuals who are experiencing a 
stressful episode. Ambiguity over exactly what mental health support services are 
allowed to be provided under the categories of pastoral care and pastoral counseling 
emerged as an issue. 
As social work and mental health administrators create policy and plan mental 
health support services for African-Americans, it is paramount that they understand that 
African-Americans are comfortable with and trust faith-based organizations; which is 
partially supported by the ease at which they can access services without regard to 
insurance status. Therefore, it is imperative that social work and public health 
administrators take advantage of faith-based organizations that are capable of providing 
mental health support services to African-American individuals and families that are 
experiencing stressful episodes and serious mental illness. Mental health practitioners 
need to know "what works best" to prevent African-Americans from being continually 
overrepresented in the widening racial disparity gap in mental health. This research has 
provided data that African-Americans utilize mental health support services provided by 
faith-based organizations. Public and private agencies and organizations can use this 
information to help increase African-Americans utilization of mental health support 
services. 
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Due to the illustrative case study sample not being large enough to generalize the 
findings to a larger population, future research is needed. Future research efforts should 
expand upon consumer's experiences utilizing faith-based mental health support services. 
In particular, specific information needed includes the number of referrals initiated 
between faith-based organizations and formal systems of care, referrals that are 
substantiated, and observed outcomes. 
Recommendations 
The purpose of this study is to add to the body of literature on access to and 
utilization of faith-based mental health services in the urban black community. In 
addition, this study helps to inform issues related to the relevance and implementation of 
Charitable Choice in the black church. Based on information gathered in this mixed 
methods study, comprised of a survey and an illustrative case study the following is 
recommended: 
1. Replicate this study with all faith-based organizations and focus on the 
outcomes of pastoral care and pastoral counseling. 
This study only assesses the relevance of Charitable Choice provisions in black 
churches. It is important to explore all faith-based organizations that are providing 
mental health support services. For future research, it would be beneficial to collect data 
at regional and statewide conferences that are held by different denominations. Future 
research also needs to focus on the outcomes of individuals and families that utilize 
pastoral counseling for mental health support services. 
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2. Coordinate collaborations with faith-based organizations, public, and private 
mental health agencies and organizations. 
Collaborations between faith-based organizations, public, and private agencies 
and organizations that provide mental health organizations need to become formalized so 
that a comprehensive network of services can be established. The majority of the faith- 
based organizations that participated in the survey stated that they made referrals to other 
mental health agencies and organizations. It is still unclear were these individuals are 
being referred and if they are receiving that services that they need. Collaborations can 
start easily with faith-based organizations referring all individuals and families who are 
experiencing stressful episodes and serious mental illness that they are unable to help to 
public and private agencies and organizations that are equipped to handle these problems 
through a central access system that is capable of tracking service utilization and 
outcomes. Public and private agencies can use this same central access system to refer 
individuals to faith-based organizations according to the needs of the consumer and the 
level of services offered by faith-based organizations. 
3. Educate, train, and license clergy and lay leaders who would like to provide 
mental health support services to any population. 
Clergy and lay leaders who are currently providing mental health support services 
or would like start providing services to African-American individuals and families that 
experience stressful episodes and serious mental illness should be properly educated, 
trained, and licensed if necessary to provide mental health support services. Local 
seminaries and colleges that train clergy need to continuously collaborate with faith- 
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based organizations and public, and private organizations to train clergy so that they are 
aware of the services that they can and cannot provide. Clergy and lay leaders need to be 
aware of policies, procedures, laws, and funding opportunities that support the services 
that they provide. Education and training may make clergy and lay leaders more likely to 
provide mental health support services and not fear providing services due to possible 
liabilities. These trainings can also be used to educate clergy on best practices, new 
resources, and evidence based guidelines. 
4. Pilot new mental health programs in conjunction with and at faith-based 
organizations 
Public mental health systems and researchers are continuously piloting new 
programs and interventions in an attempt to end the mental health disparity of access to 
and utilizations of mental health support services for African-Americans. These entities 
should consider piloting these new programs and interventions in conjunction with and at 
faith-based organizations. This study suggested that African-Americans trust faith-based 
organizations and are satisfied with the services that they provide. Culturally relevant 
programs and interventions that are created for African-Americans should be piloted in 
organizations, such as faith-based organizations that are perceived as culturally relevant 
by African-Americans. 
Summary 
Chapter five discusses the conclusions, implications, and recommendations 
derived from this study. The purpose of this study is to add to the body of literature on 
access to and utilization of faith-based mental health services in the urban black 
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community. In addition, this study helps to inform issues related to the relevance and 
implementation of Charitable Choice in the black church. Overall, it can be concluded 
that faith-based organizations are providing pastoral care and pastoral counseling to 
individuals and families that experience stressful episodes. Small amounts of mental 
health support services are provided to individuals and families that experience serious 
mental illness. Based on the survey and the illustrative case study, mental heath support 
services provided by faith-based organizations are effective and improve the quality of 
life. The sample was also satisfied with these services, as they are perceived to be 
relevant, due to culture and other key factors. The GIs map analyses verified that faith- 
based organizations are geographically closer to each other than local Fulton County 
mental health service providers. However, the survey results show that faith-based 
organizations rarely share resources. Faith-based organizations provide referrals to 
county-level systems of care, but specific numbers of individuals that are referred by the 
sample population remains unknown. 
Implications for social work policy, practice, and research focus on strengthening 
Charitable Choice provisions to expand mental health support services provided by faith- 
based organizations in urban communities to improve access to services for individuals 
experiencing both stress and serious mental illness. Another focus is linking them to 
formal systems of mental health care to improve utilization of mental health services in 
urban communities. Recommendations include education and training of clergy and lay 
leaders that provide mental health support services, building formal collaborations 
between faith-based organizations and public and private mental health agencies, and 
piloting programs and interventions at faith-based organizations. The information 
gathered from this study will be provided to the participating organizations and 
individuals through the creation of a summary sheet that provides a synopsis of the study 
and recommendations. 
APPENDIX A 
Cover Letter for Clergy 
Dear Potential Study Participant: 
My name is Panya Nash and I am a doctoral student at Clark Atlanta University, School of Social 
Work, located in Atlanta, Georgia. I am currently conducting a study for my dissertation about 
mental health support services offered by black churches. One of the goals of my study is to 
identify faith-based organizations that provide mental health support services by type and target 
population. This study will also explore the experiences of consumers of these services. 
As the new presidential administration makes plans to continue and expand Charitable Choice 
provisions it is increasingly important to document faith-based organizations that provide mental 
health support services. The black church has historically provided for the needs of African- 
Americans, therefore it is important to explore these services, as they are culturally relevant. I am 
writing to ask for your participation in my study, which will increase the value of my study. 
At this time there are no harmful effects anticipated from participation in this study. Potential 
benefits may occur on an individual basis and they include having the opportunity to discuss the 
services that are provided by your organization and offer ways in which these services can be 
integrated into services that are being provide by the state and private organizations. However, if 
at any time you feel that you do not want to participate, you may withdraw from the study. 
This packet includes a consent form, survey, and self- addressed return envelope. They survey 
will take approximately 30 minutes to complete. After completing the survey, please return it to 
me along with the consent form in the envelope provided. If you have any questions or concerns 
in regard to this study please contact me, Panya Nash, at (706) 536- 9523 or Dr. Georgianna D. 
Bolden, Office of Research and Sponsored Programs, Clark Atlanta University, (404) 880- 6979. 
If the results for this study is published or presented, the name or the organization and type of 
services offered may be discussed. Beyond publishing and presenting the results from this study, 
the investigator will not benefit in any other way from your participation from this study. Thank 
you for you participation and time. 
Respectfully, 
Panya Nash, LCSW 
APPENDIX B 
Informed Consent Form 
For Participation in a Mixed Methods Study of Access and Utilization of Faith-Based 
Mental Health Support Servicesfor Afiican-American Consumers and Their Families 
Why is this study being conducted? This study is being conducted to identify which faith- 
based organizations provide mental health support services by type and populations. This 
study is also being conducted to explore the subjective experience of consumers of 
mental health support services offered by faith-based organizations in terms of quality of 
life, client satisfaction with services, perceived cultural relevance, and efficacy of 
services. 
What are you being asked to do? You and approximately 200 other participants will be 
asked to complete a survey. If you are selected to participate in the case study associated 
with this study you will be asked to complete an audiotaped individual interview that will 
last approximately 45 minutes. 
Is this voluntary? Yes, this study is completely voluntary. Because you are not obligated 
to the study you may decline to participate at any time. 
What are the advantages of participation? Participating in this study will help to identify 
what faith-based organizations provide mental health support services by type and target 
population in Fulton County, Georgia, making it possible to integrate them into the 
services being offered by the state. Advantages of soliciting subjective consumer 
information can have implications for Charitable Choice provisions. 
Will participating in this study affect the services you are providing or receiving? No. If 
you chose not to participate in this study it will not affect the services that you provide or 
receive. 
Is this confidential? Yes, nothing learned specifically about individuals who participate in 
the individual interviews or the survey will be shared with anyone else. All names will be 
changed to protect the identity of the participants. Because the purpose of this study is to 
identify faith-based organizations that provide mental health support services, these 
organizations may be identified by name, type of services offered, and populations served 
in unpublished and published reports and documents. All data collected will be stored in 
a locked file cabinet. 
Appendix B (continued) 
What risk do you face if you participate? There are low risks if you agree to participate in 
the study, which consists of completing a survey or interview. However, if at any time 
you feel any discomfort or decide that you do not want to participate in this study, you 
have the right to refuse to participate. 
Who do you contact if you have questions about this research? If you have questions at 
any time about this study you can contact Panya Nash at (706) 536- 9523 or Dr. 
Georgianna D. Bolden, Office of Research and Sponsored Programs, Clark Atlanta 
University, (404) 880- 6979. 
By signing below, you confirm that this form has been explained to you by a member of 





Directions: The purpose of this survey is to understand the type, scope and efficacy of 
mental health services provided by faith-based institutions in Fulton County, Georgia. 
Indicate general information about your church, congregation, ministry, or organization 
in section I of the survey. In section I1 and 111, indicate what populations are served, 
types of services offered, funding, processes, policies, procedures, consumer experiences, 
and opinions on mental health systems by circling yes (Y) and no (N) and checking all 
services that apply. 
Definitions of key terms 
1. Stressful episodes- characterizes individuals who function at a sufficient level but at 
some point experience a major life crisis that causes psychological stress. 
2. Seriously mentally ill -a clinically significant behavioral or psychological syndrome 
or pattern that occurs in an individual and that is associated with present distress (e.g., 
a painful symptom) or disability (i.e., impairment in one or more important areas of 
functioning) or with a significantly increased risk of suffering death, pain, disability, 
or an important loss of freedom ex. schizophrenia and bipolar disorder. 
3. Pastoral care -the service of providing presence and support in times of crisis or 
difficulty to individuals and families. 
4. Pastoral counseling- a specialized type of pastoral care in which individuals, couples, 
or families are helped to access inner and outer resources to address problems 
Section I: Organization Information 
Name and title of person completing survey: 





Number of people providing mental health support services: 
Appendix C (continued) 
Types of staff providing mental health support services: Check all that apply 
A. Administrative- 
B. Line staff- 
C. Contract- 
D. Volunteer1 Intern- 
E. Other(s)- 
Educational level of service provider(s): Check all that apply 
A. High school diploma or GED- 
B. Some college or technical school- 
C. Associate degree- 
D. Bachelors degree 
E.. Masters degree 
F. Doctoral degree 
G. Other(s) please speclfi 
Number of consumers served yearly: 
Race/ Ethnicity of consumers served: Check all that apply 
A. BlacW African-American 
B. HispanicILatino 
C. White 
D. American Indian1 Alaskan Native 
E. Asian 
F. Native Hawaiian or other Pacific Islander 
G. Biracial/ multiracial 
Check all that apply 
A. Female- 
B. Male- 




1. Does your church, congregation, ministry, or organization provide mental 
health support services to African-American adults and their families? 
2. Do you provide mental health support services to individuals who 
experience stressful episodes? 
3. Do you provide mental health support services to individuals who are 
seriously mentally ill? 
Appendix C (continued) 
Y/ N 
I need of mental health s u ~ ~ o r t  services? I 
Types of Services Offered 
4. Do you provide pastoral care to individuals and their families who are in 
YI N 
L 1 Y/ Do you receive referrals from public and private mental health agencies 
need of mental heath support services? 
5. Do you provide pastoral counseling to individuals and families who are in 
I organizations? I 
Y/ N 
" 
Y/ N 8. Do you complete an assessment of client needs before you provide I 
and organizations? 
7. Do you provide referrals to public and private mental health agencies and 
services? 
.*complec a case plan before providing mental health support -i 
I services? I 
10. Do you provide client and family education about mental illness? 
Check all that apply 
A. Information sessions 
B. Classes- 
C. Workshops I I D. Other(s) please speczfi I 
1 1. Do you provide community support services? Check all that apply 
A. Daily living skills 
B. Locating and utilizing available resources-. 
C. Other(s) please speczfi 
I 
Y1 N ( 12. Do you provide day and employment services? Check all that apply 
A. Day treatment- 
B. Social skills- 
C. Leisure skills- 
D. Work related skills- 
E. Daily living skills 
F. Other(s) please speczfi 
I Y/ N 1 13. Do you provide residential support services? I 
14. Do you provide outpatient services? Check all that apply 
A. Crisis Services,- 
B. Evaluations - 
C. Diagnosis 
D. Counseling 
E. Comprehensive assessments of needs 
F. Medication - 
G. Other(s) please speczfi 
Appendix C (continued) 
15. Do you provide inpatient services? Check all that apply 
A. Crisis Services- 
B. Evaluations - 
C. Diagnosis - 
D. Counseling 
E. Comprehensive assessments of needs 
F. Medication 
-- 
G. Assisted living and nursing care 
H. Other(s) please speciJj, 
-- 
16. Do you provide follow- up services to individuals and families that you 
have provided with mental health support services? Check all that apply 
A. Phone calls- 
B. Visits- 
C. Referrals-- 
D. Other(s) please speclfi 
17. Do you provide any other forms of support? Check all that apply 
A. Financial support- 
B. Food 
C. Clothing 
D. Other(s) please specljj 
Funding -- 
18. Do you receive federal funding to provide mental health support services? 
19. Do you receive state funding to provide mental health support services? 





Processes, Policies, and Procedures 
a documented intake process for the mental health support 
Fees and Insurance 
20. Do you charge a fee for the mental health support services that you 
provide? 
2 1. Do you accept Medicaid or Medicare? 
22. Do you accept private health insurance? 
23. If you charge a fee, do you provide services to individuals who are 
Y/ N 
services? 
services that you provide? 
25. Do you have documented policies that guide the way you provide mental 
Y/ N 
health support services? 
26. Do you have documented procedures for providing mental health support 











27. Do you have a documented process for terminating services? 
28. Do you have a system for assessing and documenting client outcomes? 
Consumer Experience 
29. Do the mental health support services provided by faith-based 
organizations improve quality of life? 
30. Do you think that consumers are satisfied with the mental health support 
services provided by faith-based organizations? 
3 1. Do you think that the mental health support services provided by faith- 
based organizations are effective? 
32. Do you think that the mental health support services provided by faith- 
based organizations are more culturally relevant than secular services? 
33. Do you think that the mental health support services that are provided by 
faith-based organizations increase access to and utilization of mental health 
support services? 
Section 111: Mental Health System 
34. Do you think the types of mental health support services provided by faith- 
based organizations can be expanded to provide services to populations of 
mentally ill African-Americans? BrieJy describe how. 
35. Do you think that the faith-based community can link their services to 
formal systems of service delivery to form a more comprehensive network 
of services for African-Americans? BrieJy describe how. 
36. Are you aware of any other black churches in Fulton County, Georgia, that 
provide mental health support services? If so, please list their name, 








Geographic Information Systems (GIs) Map 
APPENDIX E 
Ecological Systems Model of Faith-Based Organizations that Provide Mental Health 
Support Services in Fulton County, Georgia 
Faith- Rased Organizations - -- 
, 
Public Organizations i i:haxitabie Choice Act 
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APPENDIX F 
Case Study Interview Guide 
Name: 
How long have you been receivinglproviding services? 
1. Do mental health support services improve quality of life? How? 
A. Describe your overall experience with faith-based organizations as an African- 
American consumer of services, provider of services, or collaborating partner. 
B. As an African-American, how do the mental health support services provided by 
faith-based organizations improve your/consumers and families' quality of life in 
terms of finances, living situations, daily activities, family and social 
relationships, safety, and general life satisfaction? 
2. Are African-American consumers and families satisfied with mental health support 
services? Why? 
A. As an Afiican-American, how easy or difficult is it to getlprovide mental health 
support services at faith-based organizations? 
B. Are you satisfied with the services provided by faith-based organizations? Why? 
C. When you think about good mental health services, what matters most? 
3. Are mental health support services provided by faith-based organizations effective? 
Why? 
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Appendix F (continued) 
A. Do faith-based organizations help you/consumers and families meet their needs 
and goals? If so, how? If not, why? 
B. What effect do the services provided by faith-based organizations have on 
symptoms, behavior, personality, and treatment outcomes? 
C. How do you think the types of mental health support services provided by faith- 
based organizations can be expanded to provide services to all populations of 
African-Americans? 
D. How do you think that the faith-based community can better link their services to 
formal systems of service delivery to form a more comprehensive network of 
services for African-Americans? 
4. Are mental health support services perceived as more culturally relevant than secular 
services? Why? 
A. Culturally competent services are responsive to the cultural concerns of racial and 
ethnic minority groups, including their language, history, traditions, values, and 
beliefs. As an African-American how are faith-based organizations responsive to 
your history, culture, language, traditions, values, and beliefs? 
B. What kind of innovative interventions are provided to African-American 
consumers? 
C. Do you think that services provided by faith-based organizations are more 
culturally relevant for African-Americans than secular services? Why? 
5. Is there a relationship between perceived cultural relevance and access to and 
utilization of mental health support services? 
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Appendix F (continued) 
A. How do you think that the cultural relevance of the services provided by faith- 
based organizations influence your/consumers decisions to use the services that 
they provide? 
B. How do the services provided by faith-based organizations eliminate potential 
barriers to access to services? 
C. What advice would you offer to all agencies in regards to how to work with 
African-American clients? 
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